Ppe B
By TR Saineow’ | @ BirthRight
ESTIMATION SLIP HOSRIAL.. | N iy

Date : 8 }/ /9/- UHID / IP No. : - S1 No. =
e —LAL-Lo5loR+— 1554
H . i L) . .
Name of Patient : EY\V_S. g L J/;_,: Ld 5“? i Age: 2994 Gender: -

Father's / Husband's Name : > porate / Occupatio
Address : hone : : L1z, Email @

Procedure / Plan : ' R A Ceg o= EDD/Dos: —
MODE OF PAYMENT : [_}SELF @ TPA: [ ]GIPSA: 3 %?ﬁﬁ

TARIFF INFORMATION :

Paﬁyhm Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
Shared Ward
#;,-”{‘win Shared Ward e ! ‘ -%9 ,t l t 495 ‘
Private Room :
E Gel . ot

Super Deluxe Room

Suite Room Troyome domd | lae  Entie.

Package includes Room Rent, Nursing Chafges, ~| Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
Package starts from the »
:ime 2 fga RS Labour Ward Charges Anesthetist's Fees and OT Charges
; ; Length of Stay for : AD ThNAG Length of Stay for : 1 Ba y ’
N L™ ]
Pharmacy up to 9 LDer ). I.’harm.acy.up to [ 2 05e }__
TS rij, AN {——| Investigations up to =0, Con o Investigations up to s PSP J
L= T N =3 —— / T AT o J / r
Others (4 )e!! l;‘;/. Ly Lol 201 ’b} 2 a
Neonatologist Charges: [ | Covered [ _|Not Covered Epidural / Entonox : [ ] Covered Not Covered
Initial Minimum Deposit 07‘1' A bupu 1@
REMARKS :

1. Room eiigibi]it.y i cly guﬁ‘@t‘l{o%.’ﬁ approval B.M gé { &aé! mm ﬂng smm’ﬁlgnhume'uf L@lé’ﬂe estimated amount may Change according to duration

of stay, medical condition, investigations, pharmacy and any other procedure:
roportionate difference of bill amount is applicable in cage the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be

reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These ltéms are not payable to us as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of,
denial, cash tariffwould be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
permitted in ICU's

&, Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at IP Billing Department.

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays})

DECLARATION
| have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
! promise to settle the hospital bill with the hospital without any ambiguity.

p‘d»“p’n\ Ht)j_};a\naL [ /;__

ment Signatory Relationship _ Signamr‘é_ﬁ the financial Counselor

‘1

h







\ 0006876 :
. BAH-00520821 1P26-0 %

* Mrs SHIKHA MANTRI . . .= @

s :ovemw ® | E?III?(?I%VI:S ‘Blrtthght"

l\\\llll\ll\lllllll\llll\|lll\\||||l\ Hospital | (g srmeonosius
SURGERY DETAILS

Date : 18/7/25 ..............................

Patient Name: [\ 4., ﬂuﬂm /[(amﬁu ............ Date of Birth: ....z.-‘.fji.%ll.‘].‘zf..............Age: 30Y7s...

Gender: 5‘&%& Ward : oo 0T, UHID No.: .BAH -Q0.5.208.24...

Date of Surgery: !8/7,/25 [10T-1#70T-2 [10T-3 (10T-4 [JOBGOT-1 []0BGOT-2
m\ Name of the Surgery : s \'3 C x_‘ < \SC S s \XY \f\ YY\ULQ;me Q\‘DW\ Y

Ji 4on

Timein ... 045 am.. Time Out : /25*5/37’7) ...............

NAME AMOUNT

1. Surgeon .. D, ﬁmfm ”\,QI/IYLWJY[L&J ..............................................................

2. Anaesthetist . Do /famm ...................................................................................................

3. Assistant Surgeon : . 97 J‘ V E{' / 9‘( I\(&MCH@ ..................................................

ﬁ\ 4. OTTechnician  : .4 %ﬂ Wl .........................................................
| 5. Circulating Nurse 5. Wé) A1 Pf(ya SY&M/“/ﬁ .............. Mrs SHIKHA MaNTRy

6. AssistantNurse ... T W 5le”””’”/[/”/’/”///"’//”/] 5

H~25012033032
Special Equipment: [ | Laparascopy (] Broncoscope | Harmonic [] Morcelator
[ C-ARM (] Cystoscopy | Versa Point [] Liver Cusa
| Neuro Cusa (] Ohers ...ocveeceeveecceeeeeeeeeieiees

Pyt

G (s
oV W[L
Si??t:rz%mesurgeon Signature of Circulating Nurse

Order No: fé’mwwé@ ................ Order by: ES&MLJG)%{];J%[:@XBBOFW
Docu. No. : RCH /FRM / GENERAL / 114 COW 310((%& C&MA\
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BAH;:?:Z;A - 1P26-00006876 . e M/‘ﬁo "W’C’M 2z
Mrs H inhbi i
SIS Children's ' BirthRight
" CONSUMABLES OF 0T Fewpial. | =iz
Circulating staff :. =i dushec [On........ Technician:.:grrw Tas.... Date : ..).2 / . / o
Anaesthesia Disposables issued | useq | SUrgical Disposables i i Usea | Disposables (Baby Side) __Q-'VL__
ET tube MajerPack  LSCS pautso JApVitK %
LMA R Jsutures L 4Y 33 L /Y Cerd elamp A
ECG leads :@/ P/N Qé) W (3L }QT uction Catheter i
HME filter : A/ P / N Ty & (2, So6d| | \Feedifig Tube
Syringes : 10 cc A 2 f{ | 3_36(4 i1 Vaceum Suction Set
05 cc o 2/F Gloves g(,@ D3| Surgical Gloves (o, - 1o LAt
| - i By 2
02 cc 6 2 encove 65 5 b/ Ho Pack " |GK©G (L
oo ol $660,5G7  [SafHEbmGe tof 2 ofr
Cautery plate (A7 P /N o |\ | Slrgical blade DY o5l y _Surgical Blade # 20 ol ///
IV set d{)fﬁlaube __—{, Koochies (S) )
RL Vil 0 | Catery fencil oM™ 7% — OOy o
PN NS : 10mi / 1001/ 506l / 1000mi 5 +QKodChies V| @/)// o f
Loyl cfut Btments '
Teanede  logm 2/ Suction Catheter L_SuvqTeed inagin L~
Fentanyl d || Cap, Mask Lok L ,

Morphine Gauze Pack Q. % Jseaees ) (272

Ketamine | Mop Pack @3\,/ %@ , d
Propofol 3 4%), 2 (ol ) /o (L Steristrip i
Recuranium- H"H 'rof‘amé‘ 10 A K( L,/Underpad
Glycopyrolate "7 | Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
‘f(M Pencan 25g/ Spinal Needle 22 A /"'/a Urobag ary | s
_Bupivacaine 0.25% " | Chest Drainage Cathetér {?q — Q1 VvV
N@Pﬁupwacm 0.25%(Heavy) Q/\ //Hﬁmodram bag
Antibiotics s Bandage
(Mo epioe 27 £ Teqatern
Supposuones loban
Anamol : 80mg / 250mg / 170 mg _~{ Double J Stent e
Supridol : 100mg ) g |1"Vaccum Suction set o
Justin: 12.5 mg/ 25mg / 100n‘1/g ({ { -Prastic Bed Sheet _Ap ypn) ' e
Tab. Misoprost : 200mg ,%/Bétadine Solution @2\ vl
Enowe cloe 3 O 1 Microshield Y
Conine e 41 _yCotton Balls v
0% o1 oo i
3 wooy 1000 ela s fial (o pJrHamdione Scrub
VO§ 0 Y8 TA /r\t Saral 2
Surgeon esthesmloglst ) OT Technician
Order No. =000 2L Y975, 7 774. / FIF Ordered by : 4464’7 .........................................................

Doc. No. : RCH/ FRM / GENERAL / 125 CE’?X




L= Rainbow Childrens Hospital-Himayatnagar
R?mémw
T ]
chit {e? S guwmgt  Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital & ) ;
witaimkow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00520821 Name . Mrs SHIKEA MANTRI
Age { Sex ¢ 30Y8M21 D! Female Dector 1 SWAPNA SAMUDRALA
Adm/Reg Date/Time : 1810712026 08:30 Payor : SELFPAY
Order Date + 18/07/2026 14:46 Ordernumber ! 26-0000214973
Visitip : [P26-00008876 Ward/Bed No | 4F -OT /LDR-415
Patient Addross : H.NOQ: 1-10-175, STREET NO:08, ASHOK NAGAR, HYDERABAD, Ashok Nagar, Hyderabad, INDIA, 500020
S.No Description Ganeric Name Dosage Route ! Freq y D Instructi Qly Status
1 MISOPRCST TAB 200MCG 48 1Tebs Extarnal { Once Dally 1 Days 4 Tabs Dispensed
2 1SOL|IJP5IGD?L55U?POSITORIES 1Moz Injecticn 7 Once Daily 1Days 1 Naos Dispansed
3 BIOXAMIC 500 MGENJ 1 Ampule External { Once Daily 1 Days 2Ampule Dispensed]
4 | DSYRINGS 2.5ML{NIPRO) SYRINGE 2ML 1 Nos Extemnal { Once Daily 1Days Inos| Dispensed|
§ |MEZOLAMINI5MG5ML 1 vial External { Once Dally 1Days 1visl| Dispensed
§  [;NoTIH SUPPOSITORIES 100 1Nos Extomal { Once Daily 1Days 1Nos| Dispensed
T BCV-INTRAFLX SAFESET 1 Naos 1 Once Daily 1 Days 1 Nos Dispernsed
8 ;’EE?EESL(I;\%%E%RG!CAL igﬁff""gb PLATED 1 Nos Extemal § Cneca Dally 1Days 1Nes Dispensed
3 |SHIGOM (OXYTOCIN NI 1 viat External { Onca Daily 1 Days 6vial|  Dispensed
10 |DSYRINGE SML{NIPRO} SYRINGE SML 1 Nos Extemat/ Once Dally + Days 3MNos| Diepensed
11 |PENCAN 27 [B/BRAUN) 1 Nos External ] 10 AM 1 Days I Nos| Dispensed
12 |DSYRINGE 10ML {MIPRO) SYRINGE 10ML 1Nos External ! Onca Daily 1 Days 3Nos| Dispensed
13 |EC.GELECTRODES {ADULT) |ELECTRODES ADULT |1 Nes Extemal / Once Daily 1Days 3Nos| Dispensed
14 ﬁAmN HEAVY SMG N4 1 Vil External } Once Daily 1 Days 1vial| Dispensed
15 | NS 50OML CLOSED BOTTLE 1 Botla External f Orce Daly 1 Days 2Botle|  Dispensed
6 %ﬁﬁ%‘gﬂg&ﬁg’;&" bing - % Nos Extemal/ Once Daily 1 Days 1 Nos Dispensed
GAUZE PACK STERILE GAUZE PACK STERILE
7 |iox10xt2 PLY 55 10Xt0xX12 PLY 5PACK |1 N3 External{ Once Daly 1Days 3Nos|  Dispensed
18 |CORT-5INJ 10D MG 2 ML 1 Vial Injection # Once Daily 1Days 1vial| Dispensed
19 [Resoo ML cLosED avsTEM |REEER LAGTATE 1 Botde [ Onca Dally 1 Days 3Botda| Dispensed
NCRMALSALINE 0.9%
20 |NS100MLACCUUFE-EH  |SODIUMCHLORIDEI00M |1 mL I Cnee Dally 2 Days Zml| Dispensed
1
21 |DSYRINGE 1ML {NIPRO) SYRINGE 1ML 1 Hos Extemal f Once Daily 1Days 1Nes| Dispensec
22 |THEMICAINE 2% 30ML INJ 1 Nos Injection { Once Daily 1Days 1 Ncs Dispensed
23 |V O-LINE 10CM 1 Nos Extemnal f Cnca Dally 1 Days 1Has|  bispensed
24 E[Jgesssylsc;_onc \ {4 Nos 1 Onca Daty 1 Days 1Nos| Dispensed

* This document is Just for reference purpose only. Not to be considered as primary report.

Note

* This prescription Is valld only for specified duration,

* Do not refill medicines.

Printed Date/Time : 18/07/2026 15:45

Printed By ; SUNKARI SANGEETHA

SWAPNA SAMUDRALA

Reg No ; 69924

Paga1 of1
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e i Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's
Hospital 1B;rthR:ght Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
~Rslabiw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00520821 Name : Mrs SHIKHA MANTRI
Age/ Sex : 30 Y6 M21D/Female Doctor : SWAPNA SAMUDRALA
Adm/Reg Date/Time :+ 18/07/2026 08:30 Payor : SELFPAY
Order Date : 18/07/2026 14:52 Ordernumber  : 26-0000214974
Visit ID : 1P26-00006876 Ward/Bed No : 4F -OT { LDR-415
Patient Address : H.NO: 1-10-175, STREET NO:08, ASHOK NAGAR, HYDERABAD, Ashok Nagar, Hyderabad, INDIA, 500020
S.Ho Description Generlic Name Dosage Route ! Frequency Duration Instruction Qty Status
1 KIPINEX FORTE INJ 1.5 GM 1 Vial External / Once Dally 1 Days 3vial] Dispensed
z ACUGYL 500MG INJ 1 Nos External f Onca Daily 1 Days B MNos| Dispensed
NORMALSALINE 0.9%
3 |NS100MLACCULIFE-EH  |SCDIUMCHLORIDE1GGM [1 mL { Once Daily 5 Days 5mL| Dispensed
LCLO
4 DICLOQUICK 1ML INJ 1 Nos External/ 10 AM 1 Days 3 Nos Disponsed
5 | T MOL) 1 Nos External / Once Daily 1Days 4Nos| Dispensed
3] ADULT DIAPERS-XXL 1 Nos External / 10 AM 1 Days 3Nos| Dispensed
7 ESKULGUT INJ 40MG 1 Nos Exlemal / Once Daily 1 bays 4 Nos| Dispensed
8 BIOXAMIC 500 MG INJ 1 Ampule External / Once Daily 1 Days 6 Ampule| Dispensed
9 g{rg&é%%x"?_’ﬂggﬂj?\? 1 Nos External / Once Dailly 1 Days 10 Nos Dispensed
10 |RLS00 ML CLOSED SysTeM [SINGER LACTATE 1Bottla # Onca Dally 5 Days 5Botte| Dispensad
11 |ghOEREADS 60Xe0 1Nos External / 10 AM 1 Days 4Nos|  Dispensod
SWAPNA SAMUDRALA

Reg No : 69924

* This document is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is vatid only for specified duration.

* Do not refill mediclines.

Printed Date/Time ; 18/07/2026 15:45 Printed By : SUNKARI SANGEETHA Page1 of1

p—m
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Rainbow
Children’s .

Rainbow Childrens Hospital-Himayatnagar

Ralnbow Children's Hospital, Door no, 3-6-267, opp. Cafe niloufer,

Hospital Old MLA quarters road AP State Housing Board Himayalnagar,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ORI A0
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00520821 Name 1 Mrs SHIKHA MANTRI
Age ! Sox : I0YEM21 D/ Female Docter 1 SWAPNA SAMUDRALA
Adm/Reg Datel/Time * 1BI07/2026 G8:30 Payor . SELFPAY
Qrder Date ¢ 18/07/2026 15:26 Ordernumber @ 26-0000214987
VisitID : IP256-00006876 Ward/Bed No : 4F -OT/LDR-415
Patlont Address + HINO: 1-10-175, STREET N0:08, ASHOK NAGAR, HYDERABAD, Ashok Nagar, Hyderabad, INBHA, 500020
S.No Descripti Gi le Namo Dosage Route { Freq Y Duyratl | i Oty Slatus
1 |cotronnatszomsnos 1Nos Externat/ Once Daly 1Days 1Mos| Dispensea
2 }Psggrgmiséfr( 1Nos 1 Once Daily 1Days 1Nos{ Dispensed
3 |romo.aDK-21G ROMOVAC SET 24 1Nos External{ 10 AM 1Days 1Nos|  Dispensed
4 |SCLOVE® 6.5 (SURGICARE) |SURGICAL GLOVES 65 |1Nos Extamat ! Once Daily 1Days 2Nos| D
5 i‘;gﬁ'ca FIBRILLAR 1IX21 1Nas 1 Onca Datly 1Days tNos| Dispensed
& |wicRyLl 10 NWz3sa VICRYL 1-ONW236¢ |1 Nos {Once Dally 1 Days 1Nos| Dispenzed
7 |surcicaLsLapE 20 SURGICALBLADE 20 |1Nos Extomal / Once Daily 1Dayx THos|  Dispensed
8 CATGUT 1.04248 1 Nos Extamal/ 10 AM 1Days 2Nos| Dlspensed
o |DSPOSABLEAPRONS stmg}m APPRON 4 nos 1 Goce Daily 4 Days 4Nos| Dispensed
10 |EreaaSKALAVER - EACEMASK3LAYER  |1Nos External f Once Daly 10ays 10Hos}  Dispensed
1 [LOXLDGGAN SPERPATCH 1%os Extoral /10 Al 1Days 2Nos| Dispensod
12 |BACTOPRER SOLUTICNS 100 1ml, 1Once Daty 10ays thos|  Dispenses;
12 |VACCUME SUCTION SET 1Nos Extemal! Once Daly 10ays 1Hos|  Dispensed)
14 |CAUTERY PENCIL(ADVANCE) 1 Hos Extemal { Once Daly 10ays tres|  Dispenses
15 [SGLOVE #T.0{SURGICARE} |SURGICAL GLOVES 7.0 {1 Nos Estema!/ Once Daly 10ays ZMNas| Dspensed
16 |SGLOVE #6 (SURGICARE) |SURGICAL GLOVES 6.0 {1 Nos Extetnal ! Once Daly 1Days 2MNos] D¢ 4
17 |Encore Microptic gloves-8.5 1 Nos 1 Once Dadly 1 Days 1Nos| Dispensed
LI ribi it PSS (1 #Onos Daity 1Deys 1Nos|  Dispensed
19 |GNCORE MCROPTIC 1Nos Extamal/ Once Daily 1Dsys 2Nos|  Dipensed
20 ';mtmz SOLUTION 0% 1Nos Exismal/ Once Dady 1Days 2Nos| Duapensed
21 [T e A BT T e |1mos 10nce Daky 302ys 3Nos| Dispensed
MERSILK 1-0 NW 5062 MERSILK 5082 1Noa { Once Dally 1 Cays 1Mos| Olmpenaed
MONOCRYL3-ONW 3326 |MONDCRYL 1326 1Nos 1 Once Dally 1Daya 1Nos| Dispersed
26 lvicRvL 1-0vP 2148 VICRYL 1-0VP 2348 |1Nos 10Onca Dalty 10ays 1Nos| Dispansed
25 [TRUGLT CHROMIC GATGUT [TRUGUTCHROME 4o 1Once Dally 4Days 4Nos| Dispensed
26 |VPRESS INJ 207U 1ML 1 vial Exterral f Qnes Daly 1Days tvial|  Dispensed
SWAPNA SAMUDRALA

* This document Is fust for referonce purpose only. Not to be considared as pimary report.

Note

* This prescription Is valld only far specified duration.

* Do not refill medicines.

Printed Date/Tima : 18/07/2026 15:46

Printed By : SUNKARI SANGEETHA

Reg No : 69924

Page 1 of 1
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e (4 Rainbow Childrens Hospital-Himayatnagar
Rainbow } .
Children S BirthRight Rainbow Children's Hospital, Door no, 3-6-267, opp. Cafe niloufer, Old MLA

Hospital sRabnb quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in

RO
ELECTRONIC MEDICINE PRESCRIPTION

MRN : BAH-00520821 Name ¢ Mrs SHIKHA MANTRI
Age [ Sex : 30YB6M21D/Femala Doctor : SWAPNA SAMUDRALA
Reg DatefTime : 18/07/2026 08:30 Payor : SELFPAY

Order Date : 18/07/2026 15:26 Ordernumber  : 26-0000214988

I

AVisit 1D : 1P26-G0006876 Ward/Bed No : 4F-OT [ LDR-415

Patient Address : H.NO: 1-16-175, STREET NO:08, ASHOK NAGAR, HYDERABAD, Ashok Nagar, Hyderabad, INDIA, 500020

5.No Description Genaric Name Dosage Route ! Frequency Duration Instruction Qty Status

1 ADULT DIAPERS-XXL 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
2 |LNDERPAD B0XS0 10's Pack 1Nos External / 10 AM 1Days 2Nos| Dispensed
3 gg?g gg(h:lucRAEP FEMALE 1 Nos External / 10 AM 1 Days 10 Nos Dispensed
4 g{rg\!’LEEs%XQM&tégE%N 1 Nos External f Once Daily 1 Days 20 Nos Dispensed

SWAPNA SAMUDRALA

k = Reg No : 69924
* This document is just for reference purpose only. Not {o be considered as primary report.

Note

. * This prescription Is valld only for specified duration.

!
]

* Do not refill medicines.

|
]

' Printed DatefTime : 18/07/2026 15:47 Printed By : SUNKARI SANGEETHA Page1 of1
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Rainbow

Children’s
Hospita]  Stigh
nitainbow

Rainbow Childrens Hospital-Himayatnagar

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

\

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.

R

MRN : HNH-00016662 Name : Baby Of SHIKHA MANTRI

Age [ Sex :0YOMOD4H/ Male Doctor : SPANDANA PASUPULETI

éReg Date/Time » 18/07/2026 11:49 Payor : SELFPAY

QOrder Date : 18/07/2026 15:29 ‘Ordernumber : 26-0000214989

Visit ID . [P28-000068877 Ward/Bed No  : 4F -OT/ CRDL-HNPDA-415-1

Patlent Address : H.NO: 1-10-175, STREET NO:08, ASHOK NAGAR, HYDERABAD, Ashok Nagar, Hyderabad, INDIA, 500020

S.No Deoscription Genoric Name Dosage Route / Frequency Duratlon Instruction Qty Status
1 SGLOVE # 6 (SURGICARE) SURGICAL GLOVES 6.0 |1 Nos External / Once Daily 1 Days 1Nos Dispensed
2 [ e ARE 1 Nos External 7 10 AM 1 Days 1Nos| Dispensed
3 INJEK INJ 1 MG 0.5 ML 1Nos { Onee Daily 1Days 1Vial| Dispensed
4 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Mos External f Once Datty 1Days 1 Nos] Dispensed
5 ?&‘ﬁiggf&f’“w pravatesioliaidll [T Externat/ Once Daily 1Days 1Nos|  Dispensed
6 DSYRINGE 1ML {NIPRO) SYRINGE 1ML 1 Nos Extemal / Once Daly 1 Days 1Neos| Dispensed
7 SGLOVE # T.0{SURGICARE) [SURGICAL GLOVES 7.0 |1 Nos External / Once Draily 1 Days 1MNos| Dispensed

SPANDANA PASUPULET!

* This document s just for reference purpose only. Not to be consldered as primary report.

Note

* This prescription Is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 18/07/2026 15:48 Printed By : SUNKARI SANGEETHA Page 1 of 1







Rai bgw”” . L
C?:i?dren’s ‘Blrtthght ‘.

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs SHIKHA MANTRI UHID BAH-00520821
Father/Guardian Mr SIDDHARTH MANTRI Age/Gender 30YB M 21 D/ Female

H.NO: 1-10-175, STREET NO:08, ASHOK NAGAR, HYDERABAD, Ashok Nagar, Hyderabad, INDIA,
Address 500020

IP No IP26-00006876 Admission Date 18-07-2026

Ref Doctor Self

Discharge Date 21.07.2026
DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: PRIMIGRAVIDA WITH 37%% WEEKS WITH MULTIPLE LARGE
FIBROIDS COMPLICATING PREGNANCY WITH INTRAHEPATIC
CHOLESTATIS OF PREGNANCY FOR ELECTIVE LOWER SEGMENT
CAESAREAN SECTION + MYOMECTOMY

ELECTIVE LOWER SEGMENT CAESAREAN SECTION WITH MYOMECTOMY
DONE ON 18.07.2026

History:
LMP: 24.09.2025 Obstetric formula: Primi
EDD: 03.08.2026 Gestation at admission: 3714 weeks

Obstetric History:
G1 -Present Pregnancy, Spontaneous conception.

Medical History: Known case of multiple fibroids of uterus.
Surgical History: Nil.

Allergies : Nil.

Family History : Nil.

Al E NANAKRAMGUDA
Y| TP, t SECUNDERABAD KONDAPUR L 8 NAGAR 2
HYDERNAGAR « KONDAPUR OU° .:Y\E:T CLINIC 3UcEn : oo i o e bosy et oL
mergencs 3 040 - 4246 2300 ergency ) 040 - 4248 2100 - e

@ www.rainbowhospitals.in

@ 1800 2122




- T
i Name Mrs SHIKHA MANTRI UHID

|P26-00006876 —I—;\dmlsslon Date 118-07-2026

— — e e

{ BAH-00520821

Antenatal Details:

Mrs SHIKHA MANTRI was booked to Rainbow hospital at 6 weeks of gestation.
She had regular antenatal checkups and investigations as advised. Viability
scan at 6 weeks showed multiple subserosal fibroids (1.posterior and right
lateral pedunculated- 8.2*%5.7*8.2 cms; 2. Fundal subserosal seedling -
4.9%4.2*%4 cms; 3.Anterior and left lateral - 4.6*%4.4*%4.7 cms; 4. Left lateral -
2.7%¥2.1¥1.8 cms; 5. left lateral - 2.4*%2.1%2.3 cms). NT scan was normal. FTS

was low risk. TIFFA was normal with Placenta - posterior low lying. At 2216
weeks patient had complaints of generalised itching and her Total biles acids
were increased and LFT within normal limits, hence diagnosed with Obstetric
cholestatsis and was started on Tab. Udiliv 300 BD. Fetal growth monitoring
was done by serial growth scan. Scan done on 15.07.2026 showed SLIUF at

37%2 weeks Cephalic Presentation, EFW: 3096 gms (51%/AC: 68%) Placenta
posterior -2.3cm away from OS, AFl; 19.5cms with muitiple subserosal fibroids

with normal doppler. She was admitted at 377 weeks for Elective LSCS with
I\ﬂyomectomy.

Investigations: Enclosed.
Blood group: "O" Positive

Management: Course in hospital:

At admission on clinical examination the vitals were stable, uterus was
relaxed. Fetal well being was confirmed by an admission CTG which was found
to be reactive. She was prepared for elective C- section with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Fantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. 2 pint PRBC was reserved. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord c¢lamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed

¢
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in layers. Hemostasis secured. Instruments and swab count checked. Rectus

sheath closed. Skin closed with subcuticular sutures. Wound dressing done. |
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600 |
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient |
was shifted out of theatre to post operative recovery room. !
* Loop of cord around neck.

* Posterior subserosal fibroid of 10x8cm with omental adhesions -
adhesiolysis and myomectomy done .

* Fundo-anterior subserosal fibroid of 7x6cm noted and myomectomy

done.

* Right lateral subserosal fibroid of 5x4cm noted and myomectomy

done.

* 3 small fibroids 2x3cm, 4x3cm, 4x5cm noted and myomectomy done.

* Fibroids sent for HPE

* 1 Pint of PRBC transfusion started intraoperatively.

*|P drain kept in situ,

Delivery Details:

Date : 18.07.2026
Time of Delivery : 11:02am
Type of Delivery . Elective Lower segment caesarean section with
myomectomy
Indication : Multiple large fibroids
Anaesthesia : Spinal
Baby Details:
' Date :18.07.2026
Time :11:02am
Sex : Male
Weight : 2.920kg
Apgar 7,8

Gestational Age: 3774 weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was wel
retracted with no postpartum hemorrhage. Breast feeding initiated. On POD 1
Repeat CBP and Hb was traced to be 11.5g/dl. She was shifted to room. Drain

HIMAYATHNAGAR BANJARA HILLS &N
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[ o

removed on POD 3. On third postoperative day dressing was changed. On
irispection wound was healthy. She had complaint of generalised itching on &
off, Dermatologist opinion was sought. Her general condition was satisfactory
and she was found to be fit for discharge. Wound care and medications were
explained to patient supplemented by written information. She was given the
postpartum book for further reference.

Advice:
1. Tab. Augmentin 650mg twice daily till 24.07.2026 (9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg} 2 tablets thrice daily till 22.07.2026
(8am-2pm-10pm) after food,
»3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 22.07.2026 (9am-
3pm-11pm) after food.
4, Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 24.07.2026
(7am-7pm) before food.
5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
Nebasulf Powder for local application.
8. Continue Tab Udiliv 300 mg (Ursodeoxycholic acid) twice daily (10 am-
. 10pm) till further order.
9. Repeat LFT and TBA after 2 weeks.
10. Collect HPE report.
11. USG pelvis after 6 weeks.

~

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
biurred vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6weeks; Please discuss with
your treating doctor regarding HPV vaccination.

L L]

Review with Dr. SWAPNA SAMUDRALA after 2 weeks on 04.08.2026 at
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Caesarean Section
4/5

2




gemcy 3 040 - 43873000  Imargency’) 40 - 4466 555, 91000 23516 Umargency 31040 -

¥z |

Rainbi : _
Cﬁll?drc:avr‘:s ‘Blrtthght

i BY RAINBOW HOSPITALS
Hosplta| Your Right to a Safe Delivery

Name Mrs SHIKHA MANTRI UHID BAH-00520821
IP No 1P26-00006876 Admission Date 18-07-2026

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & druy |
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a

language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122,

You can also take appointments at any time by going online to/ Ot*'“‘“.\_\_
website www.rainbowhospitals.in 2y ANCAN

/ ,Lﬁi 3
Registrar/Resident/C.M.O " /
Consultant: TRk

~
~

Dr. SWAPNA SAMUDRALA o
MBBS, MS (OBG)
69924

BANJARA HILLS . AR d MYDERNAGAR (1401

DAPL L B NAGAR * o
KONDAPUR OUTPATIENT CLINIC (11 Acttdited SECUNDERABAD (14 st x "'5‘#5 5
4246 2300 Emergancy 040 - 4245 2100

Emargency’ 040 - 4246 2200 Limergency ] 040 - 4246 2400 Tmergency 3 040

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006876

Admit Date : 18-Jul-2026

NI

Admit Time :08:30 AM UHID : BAH-00520821

Patient Details :

Patient Name : Mrs SHIKHA MANTRI

Guardian : Mr SIDDHARTH MANTRI
Gender . Female
Occupation

Address (H)
NAGAR, HYDERABAD Ashok Nagar
m Hyderabad INDIA 500020

- H.NO: 1-10-175, STREET NO:08, ASHOK

Age :30Y6M21D

DOB 1 27-12-1995

Religion

Martial Status : Married

Phone No : 9848849919/ 9394594084

E-mail : MANTRISIDDHARTH@GMAIL.COM

Admission Details :
Bed Type : TWIN SHARING

Room No : LDR-415

Bed No :LDR-415

Ward Name : 4F -OT

Admission Type : First Visit

Contact Details :

Name . Mr SIDDHARTH MANTRI Relationship : W/O
Contact Address : H.NO: 1-10-175, STREET NO:08, ASHOK Phone No . 9848849919
NAGAR, HYDERABAD Ashok Nagar Hyderabad
INDIA 500020 mj&
(Q;faé& |
o

Doctor Details :
Doctor Name : Dr. SWAPNA SAMUDRALA

Referral Doctor : Self

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : DC/CC Card

Deposit Amount  : 120000.00

Payor Name . SELFPAY

|

\.
\

\ Printed Date / Time : 18/07/2026 08:35

L

Printed By : 016951 Page 1 of 2




BAH-00520821 1P26-00006876 -

Mrs SHIKHA MANTRI R bﬁ
27-12-1908 0YEM24D  (F) ainbow” . ™
' Dr. SWAPNA SAMUDRALA Children’s . Birtthght
ST Hospital _ | () msmmorns
1t takes a lot to treat the litte, Your Right to a Safe Delivery
DEFICIENCY CHECK LIST OF CASE SHEET
Si.No. List of Records No. of Pages Legibility Completeness Remarks

1 Admission sheet |
2 Discharge Summary 1
3 Nursing Initial assessment |
4 Patient Transfer form [}
5 In-patient Medical record ]

6 Doctors progress sheets 5

7 Nursing plan of care and handover sheets }

8 Consultation sheet

9 General consent for treatment ]

10 Consent for Surgery )

. Wk Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation
17 Consent for Formula feed

18 Consent for MTP

19 Consent for Radiological Investigations
20 Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post) }
22 | Neonatal Admission/DeliVery/Physical Exam |
23 Medication Reconciliation ]

24 Emergency Triage record

25 | Pre operative check list |

26 | Surgical safety checklist |

27 Operation Theatre notes
o 28 Nurses clinical Presentation

©7 29 | TPR &BP chart q
30 | Intake and Out take chart (fluid chart) 9 -
31 Drug chart (Regular Prescription)
32 .| Investigation Values (result sheet) ]
33 Nebulization chart
34 Nutritional review chart T

35 Intensive care unit (ICU Charts)

36 Consent for Admission in PICU / NICU
37 The Humpty dumpty scale

38 | Braden Q Scale 2
39 Bed side check list

40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart

42 | Rch ED doctors note

43 BP Monitoring chart

44 RBS monitoring chart

Bl !
O Sl
Total No. of Pages n ? i
Doc. No. : RCH/ FRM / GENERAL / 126 e Signature and Date : / 0?{026

(PTO)




ERROR LOG

LOCATION : QT / Birthing Gentre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




6 oo Ry

L
\W.20Pm  106cm

j'.?—b%m . | qécm
10:304M 1~ L0aom.

o 10 M — 103 cm
= sﬂm __ W00 cem







"%
Rainbow® .

Children’s BirthRight
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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

BAH-00520821 1P26-00006876
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Presenting Complaints

C""”‘ jf LUy
Obstetric Formula: /%y,.;

Obstetric Hostory:
G~ PP sprt Ccvx{fl—b

EoD: 4 124
GA: el L)DQC“]’

LMP: =0y ’5«_! roy 5
Corrected EDD: 3| |2¢

Menstrual History: Regular: (] Yes [J No
Obstetric Examination

Fundal Height: v 30

Ut. Activity: Relaxed ] Mild [IMod [ Severe
Present Pregnancy Record: SoetdE Gute,  Liquor: 1 Adequate  [] Oligo (] Poly
' NT- @ Frs PP: [] Cephalic [ Breech Others
A .
Usbully Scon - & C oSt ( mthple P4, Head Fifths Palpable:
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-

e KUugug qu‘/[ﬁLodJ
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Height: ..1.S%......cm

Weight: 74:5.9.. kg

T ANIBIGIBS: ... s
Breast: =rNormal [ Abnormal
General Examination: =~
Consciousness: Pallor: ]®
Icterus: (D Edema:

Temp: S\ PR:
_BP: DTR: &3
CVS: Ty RS émZg>)
Liver/Spleen? =

Urine Output: _0.441

.-~ DIAGNOSIS

No. : RCH /FRM / CLINICAL / 087

o ﬁ)%peculum Examination N/ clore

Draining: [] Present  [] Absent (] Bleeding
Colour of Liquor: [ Clear [] Meconium [ Blood Stained
Vaginal Examination ¥ olew

Cervix: (] Long [] Partially effaced [ Effaced
0Os: Closed Dilated

Membranes: (] Present  [] Absent

Liquor: (1 Clear (] Meconium [] Blood Stained
Presenting Part: (] Vertex (] Breech (] Others
Sutton: O3 0OJ-2 O-1 00 O+1 O+2
Pelvis: ] Adequate [ Doubtful
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 20/0?/235 ................. Time: ...... Eiooﬂ‘ ..........
0 ~ 26 kg/m’
Origin: ........... ,jhddqﬂ ............. Height:......|.S. 0.0, Weight .7 Ze.5.0.. 1%7 —-28 kg/m?
~ 30 kg/m’
Food Alleries:........... et 24 Kg i
Diagnosis: ......... L5C—€ ...............................................................................................................................................

TypeofDiet Cliqid  OSoft  ONomal O Diabetic [vhlaay/,5uid
ﬁegetarian CJ Non-Vegetarian O Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk/ Barley Water/ Soups
Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Patient’s / Attendant’s Dietician's

a2

Signature: ... ..................................... Signature: ........... zg@ 4%’ ..

oooooooooooooooooooooooooooo

Date & Time: 2/0/“7/&5/ .......................... Date & Time: 20/%/2,15/

Doc. No. : RCH/ FRM / CLINICAL / 195
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MEDICATION RECONCILIATION FORM

U0 ABOTGIBE: - ovvusiisinsnanivvasssnstirmins s ssinnmmpsshmmsdessss s eaHvasdis | Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: .........ovvoveven.. N, et Shifted to: ............ DB e

S.No (aeum.'é“ﬂﬁféﬂ';#ﬂ“ fmens; (mg?rsnig) (PO, I:I%U;I(E: v) | FREQUENCY ey /DT?;E ‘;‘gﬂ:‘%‘gg
117 (b Vpom et Ao op |97 |OC OBe
2| TIh  coeloa (b Pl o %D Of3- |Oc =be
3 ~Tods IO LAy 300,7 pre 2D [.-)—/:}L ac [JDe
4 ¢ 010G
5 K Oc Ooc
6 Cc CIpe
7 - Oc ooc
8 Oc Coc
9 Oc Ooc
10 Oc¢ Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .....

Date & Time :

Nurse Name & Signature: /..

Date & Time : l%b?b‘bh

@..aprl.
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Tt takes a lot to treat the little.

Date

16

Time

Hb

1. F

PCV

RBC

WBC

N/L

Platelets

CRP

4 ESR
.

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

o

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood
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Radiology : S G o ettt ettt et et n et e et et et et e e eeen
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

{b\%w :‘ratn{:’-s )o mf?ij@; 2)| 5 sfﬁ)@yly@@l )| 3 s (6| 7

> 30
21-30
11 - 20 - a
0-10
94 - 100 % []
<94 %
Administered 0, (L/min.)
40
39
38
37 —
36 &
35
< 35

170
160
150

140
n 130
120
110
100
90

gg { al1nlig o1 ) 2 2 6 )
E— At 2 AP CA15 8% BE T ACKE ) el R
50 i ol I ‘
40

190
180
170
160
150
140
130
120

110
o0 s
90
20
70
60

50
% 130
120
110
100
20 N P M ooly 4 b h
80 vi
60 |74

50
40

NEURO Alert - 1

RESPONSE Voice
[(v] Pain
Unresponsive

URINE > 30
mis / hour <30

RESP
(write rate in
corresp. box)

Saturations

9
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3jey Hesy
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Protein + +

Proteinuria
Protein > + +

Normal
Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

- N

Set, of MEOWS
Observations

\_ _J .

Complete a Full 2 Yellow Alerts or 1 Orange; Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

¥

> 2 Yellow Alerts or > 2 Orange Alerts:
[mmediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

-

b}

\l
. k K
v 7 &

* The Modified Early Warning Score (ME().WS):
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date

@ 0] @

RESP
(write rate in
corresp. box)

I % N O VA" I X . S N I 7/ I S .~ "~ I I I /2 I . .

0-10

Saturations

94 - 100 %
<94 %

FOT: I ) = L o T N N . 4 TN N N - e < | I I ¥ v e

Administered
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< 35
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i

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES
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Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

-
1Yellow-Alert :
Repeat Observations
in 30 minutes
\
4 N [
R Complete a Full 2 Yellow Alerts or-1 Orange- Alert:
" Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ / N J
-t o . ) ( S -~
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\.
W ¥ e " "

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

W

Date =

ﬁ[}[)é Time | 8 | 9 |(1 11121(5-3456789 p11[12| 1 [2)[ 3[4 |5 (6] 7

> 30

RESP
i s 21 -30 I 2y
(write rate in 11-20
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0-10

94-100% --i ‘.---‘L 1---'-111’---"!’---' Jl_--i's:ﬂ-
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URINE > 30
mis / hour <30

Protein + +

Proteinuria =
Protein > + +
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Heavy / Foul

Clear / Pink

Lochia

Liquor

Green
TOTAL YELLOW SCORES

TOTAL ORANGE SCORES
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Obstetrics and Gynaecology
Early Warning Signs

- "

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 NI
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
> ?t of MEOWS Observations
Observations in 30 minutes
\ / N Y,

\

> 2 Yellow Alerts or > 2 Orange Alerts:

Immediate Review by Obstetrician and

v - Repeat-Observations

in 15 minutes or continuous
monitoring

- _J

* The Modified Early Warning Score (MEOWS)
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[ FLUID CHART )

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Docu. No. : RCH /FRM / CLINICAL / 092

 nlia r ! B _ Output Tr||¥o§'iltt?o-
Date | Time cl;#aéﬂ:ri?j Route NG | Diarrhoea | Vomit |Drainage [ Urine | Phiebitis ﬁf.grge
Mouth LV N.G
0g00am | 4y F’l )by - v
[ 0000am | P Jy 1] w7 o » @, L
\ ewan [0 | - [Jod ||
\;\5 11:00am | o L ! 1 oo )
<& [anm| 02U Y |e ‘
0100pm | A pE B Oees |Soml- Gt
Total Intake : 1A\ 1) Hoon Total Output : lA A< { X0 1‘29/,);
0pm [N | ) (oo otk A
sopm(ph | | gl il | 1/
| T R NY YL O r
OV [osmmn [ AT g 3 17 N
oowm [ b [V Jpom I .7 Lo
oz.00pm | Y9 Jv o/ - |
Totallntake: | (02X Total Output: £ ) ) i
0800pm [Rt— | [popat 15y
00opm [ 0L [ N |\ goad 200
10:00pm | D &~ Pi 100 X Lopt
) RTECTE TS A BT W Looalt—— A ey
X [emmlpe | ¥ |oae? ' \
owam[or [ D [0 dl A
Total Intake: (g nl | ) Total Output : ({0 gA)
0200am | P | \Q 0ot gt} \
0300am [ | 4 [\ s ]
wuoan| pL | | oo X ' | @ QL
05:00am | PL- | Jp~ \BOPL v i3 ; \ byt £ p«fvg’
0600am | L \00N d 5000 —t—] 6P
07:00am | YL L | &P a0 L
Total Intake : {0 O . o Total Output : gobmj
Total 24 hrs. Intake 9‘ L{@@M‘? ' Total 24 hrs. Output &\ Co
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[ FLUID CHART

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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Intake ~ Output ;‘f} oo [vste ]
Date | Time | awre Route RG | Diarthoea | Vomit |Drainage | Urine | ehiepts | Sion.
Mouth | LV | NG \ |
No [0800am | @ L |44z o toou) J
\‘% 09:00am | R\ Ny . }
Q. 10:00am | @ yorrl) M
t00am| P (70 | 1oow) g
2oopm| RU] [reod Y
otom| Rl ot ,.
Total Intake : o @O’V\D Total Output : 904/\)) A
02:00 pm Kk / b —_——
03:00 pm e b | -on o
N [0 g [ W ARl
) N 05:00 pm i ,\Q\I i b >==H'.V"
N 06:00 pm — v \
07:00pm | ° A - e or el
Total Intake :  ~V,\ly, < i Total Qutput: ~ \) | MO
08:00pm| ! et
o500 | P4 [ \p 100wy ( o] F
.%? 1000pm | PL—[4n [100m 106 ¢ovi A wed P O |
.M 1100pm | P4y %~ e
N 1200am | 0} Fon il ( .
01:00am | PL m i
Total Intake : —34 ey Total Output : () — ™M —
02:00am | DA y e
03.00am | Py g’, %)
R-\\y,o 0400am | D¢ b Loy \f| 4
\ 05:00am | O A& A
YN [o600am| py 16%5m/ "
0700am | Q) 55
Total Intake : o Total Output : ) e
Total 24 hrs. Intake Total 24 hrs. Output
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It takes a lot to treat the little.

[ FLUID CHART |

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Shir e

g7

~ Output

Date Time

Nature
of Fluid

NG

Diarrhoea | Vomit | Drainage

Urine

Sign.
Nurse

LV N.G

08:00 am

7|4 oo

p 09:00 am

T el

f§

11:00 am

Qé{))do 10:00 am

12:00 pm

D
.

U [N

01:00 pm

Total Intake : mw_

Total Output :

-
)

02:00 pm

03:00 pm

04:00 pm

05:00 pm

G
o\
%&\ 06:00 pm

3‘/
S

07:00 pm

Total Intake :

Total Output :

08:00 pm

/

fn 09;00 pm

L 7

@

g 10:00 pm
\ 11:00 pm

Q

®
Z

‘9 12:00 am

Z

01:00 am

Total Intake :

Total Output: U —

02:00 am

74

03:00 am

/

'\}0 04:00 am

/

NN 05:00 am

@

= @

¥

A
v
v

2

‘?\ 06:00 am

07:00 am

/

Total Intake :

Total Output : U —

Total 24 hrs. Intake
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FLUID CHART |

BirthRight
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Your Right to a Safe Delivery

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake

Date

Time

Nature
of Fluid

Route

NG

T RPN

Diarrhoea | Vomit | Drainage

Urine

IV Site

Py 4
"} Thrombo-

phiebitis
Score

Sign.
Nurse

\.\Ai?

J

Mouth

LV

N.G

08:00 am

09:00 am

[s»g

/| 90a

/1’0:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake
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Total 24 hrs. Output
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o | [ Maintain Airway and Oxygenation ,Q‘Hﬂlf.’./\lé Pain & Discomfort /D«Maintain Fluid Balance W Activity Tolerance [] Maintain Good Nutritional Status [] Maintain Skin Integrity
E [) Maintain Personal Hygiene [J Prevent Infection ] Meet Elimination Needs [l Ensure Safety [ Early Ambulation Reduce Anxiety [7) Patient & Family Education
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mmmmmmmm Your Right to a Safe Delivery

(] Maintain Airway and Oxygenation [ Relieve Pain & Discomfort

] Maintain Fluid Balance

] Improve Activity Tolerance

Date: ...... lf]?/lﬁ ................

[ Maintain Good Nutritional Status ] Maintain Skin Integrity

©
-g ["] Maintain Personal Hygiene [1 Prevent Infection ] Meet Elimination Needs [ Ensure Safety [l Early Ambulation Reduce Anxiety C1 Patient & Family Education
€3 | (] Identify Potential Complications LT ANY OBIS. SPREIY. ... ..ottt ettt ettt e et ee s e em et e e eee e
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Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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J="Maintain Airway and Oxygenation

NURSING CARE RECORD

)
Rainbow®
Children’s

It takes a lot to treat the |

1
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

" Relieve Pain & DI

iscomfort

+ 1 Maintain Fluid Balance

\Eympmve Activity Tolerance

+Maintain Good Nutritional Status

\94 Maintain Skin Integrity
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§ 1 Maintain Personal Hygiene —=7 Prevent Infection [J Meet Elimination Needs [J Ensure Safety [ Early Ambulation Reduce Anxiety [1-Patient & Family Education
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It takes a lot to treat the little.

BirthRight
B‘{JLAINBDW HOSPITALS
Your Right to a Safe Delivery

[-] Maintain Airwéy and Oxygenation

["] Relieve Pain & Discomfort

[C] Maintain Fluid Balance [ Improve Activity Tolerance

[ Maintain Good Nutritional Status

[] Maintain Skin Integrity

(%]
S| 0 Maintain Personal Hygiene ] Prevent Infection [ Meet Elimination Needs [J Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications 1 Any Others. Spec:tyﬁ ...........................................
: - . Nurse Name
Time wan/m\[:are Time Iiplenzyntatmn Evaluation Re-Assessment & Signature
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PAIN ASSESSMENT FORM
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Rainbow”
Children’s
Hospital

It takes a lot to treat the Mie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery;

Pain'Stofe

Modifying

Patient / Family

Date Time (0/10) Location Duration Acuity Character Faciess Educated _lntervention Sign
J [} Continuous | L1 Acute (] Sharp (] Dull [J Increasing 1 Yes NE-
\SF} 6 w0110 NS (] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No t
B Continuous | [ Acute [] Sharp ] Dull 1 Increasing 1 Yes .
\?l)rf% I Pen) O {t O (\H} [] Intermittent | [J Chronic ] Aching [ Buning | [ Decreasing | J No Vi QD\
.ﬂ» [] Continuous | [ Acute ] Sharp [ Dull [] Increasing 7 Yes @
(eP- 2 ) o/ | N [] Intermittent | (] Chronic ") Aching [ Burning | [J Decreasing | T No NA—
[] Continuous | [ Acute 3 Sharp [ Dull ["] Increasing [] Yes
= P | vfto | MA | O Intermittent | [ Chronic (1 Aching [ Burning | [J Decreasing { [ No N Q
[] Continuous | [] Acute [] Sharp [ Dull [! Increasing L] Yes
to, p, Adr) | o /“ ) N (] Intermittent | ] Chronic 1 Aching () Burning | [ Decreasing | [ No qu}~ ﬁD\
[] Continuous | [ Acute 1 Sharp [ Dull [] Increasing L] Yes S d‘\
10”} \W\ O ; o f\g-ﬁ'— ] Intermittent | ] Chronic ] Aching [ Burning | [ Decreasing | [ No i U
[] Continuous | [ Acute (] Sharp [ Dull [] Increasing [] Yes N K
] ‘1 , ?‘ 2 FW3 b HD N§ (] Intermittent | (] Chronic (1 Aching [] Burning | [] Decreasing | [ No S
(1 Continuous | I-Aeute (TSharp CIDul | [ Increasing | [1Yes Nk
1&{ ’5’ [ o ?f 3 Dl lD Ve ClAntermittent | [ Chronic [1 Aching [] Burning WDEreasing 1 No ®
1 Continuous | [ Acute (1 Sharp [ Dull [ Increasing O Yes 7
')/9\?(\% \%’“ O[ lf) NA- [ Intermittent | 1 Chronic (1 Aching [ Burning | (] Decreasing | [ No o @4*
y i Sharp [ Dull [ Increasin [] Yes
/ ?'G:: am N [] Continuous | CJ Acute O g P ®ﬁ\’
20 \Jr\ Q % lD N ] Intermittent | 1 Chronic (] Aching [ Burning | "] Decreasing | [ No ¥E

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours
¢) [Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b)  Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)
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Numerlgal Paln Scale {Obsietric and Gynacology)
1 I 1 | 1 1 I. l

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month 1o 7 Years)

No Hurt

I I 1 1 ] { 1 ]
3 4 5 § 7 8

Wang - Baker {Pediatrlcs) Ahove 7 Years

SO S BHS

Huris Little Bit Hurts |ittle More Even More Hurts Whole Lot
4 0 ¢
!
’ il
g. *
1

f
-

LIS 1
] 10

Worst
Possible Pan

&

10

. Hurls Worst -,

'n‘

Py
g N

-

1

; SCORING
CATEGORY
0 1 1 2 .
. ) Occasional Grimace o Frowﬁ, Frequent 0 constant frown,
Face . No Particular expression or smila withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense - Kicking, or legs brawn up '
. | Laying quietly normal position, Squirming shiffing bagk and .
Activity moves easily forth; tense Arched, right, or Jerking
Moans or whimpers occasibnal Crying steadily, screams ot sobs,
Cry No Cry (Awake or aslesp) complaint . frequent complaints
. Reassured by occasional touching,
Consotability Content, refaxed hugging, or being talked to, Difficult to consols or comfort
distractible
Neanatal Pain, Agitation and Sedation Scate (uplo 1 Month)
L] L]
Assessment Sedation - Normal Pain/ Agitation
Criteria -
-2 -1 0 1 | 2
Crying No'Gry with painful Moans of cries N ‘Appr'oﬁrlata crying Notl [milabls or crying at | High-pltched or silent-
Ircitability stimalf mintmally with painful| initable . intervals consolable -{ continuous cry i
stirmli o y v Inconsolabls . M '
Hehavior State’ ﬁo_ andusalto any _ | Arouses r,nin'imallly to, App'rqp:iate for | Restless, squirming Arcﬁlng, kigking constantly awake
- | stimull stimuli- i gestational age Awakens frequently { or
.Na spontaneous Little spontaneous Arouses minimally / no movement
Ibvement mdvement < |'{not sedated) . '
“Faclal 7| Mouth is lax Minimal expression |+ Relaxed Appropriate | Any pain expression | Any pain expression
Expression 1 No expression with stimull intermittent continual
Extremitles | No grasp reflex Weakgrasprefiex | Relaxed handsand | Intériilient ¢ ** | Cohtinial cenched « |-
Tore i | Paccid tone | decreased muscle | feat clenched toes, fists | toes, fists, or finger
. tone Nofmal Tone or finger splay splay
) _ Bady is nottense - Body is lense | . f
v 0 O g 4 [ B - ] »
Vital Signs HR | Novariablity with | Lessthan 10% | Within baseliieor | Increase 10-20% ]lncrease greater than 20% from
RR, BR 8a0, | stimuli * | variabiiity from * fioririal for from baseline baseling, Sa0, less thanor ]
Hypoventilation or  |-baseline with stimult | gestational age 5a0,76-85% with. | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TRCOVETY fighting ventilator
PR Ao Ly

-(Il’ -
3 NG g
s -
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PAIN AssEssMENT FORM 1t takes a lot to treat the Mile. Your Right to a Safe Delivery
Pain'Scofe . . . Modifying | Patient / Family ) :
Date Time (0/10) Location Duration Acuity Character Eactors Educated ‘Interventmn Sign
| T} Continuous | (7 Acute (1 Sharp ] Dull I Increasing | [ Yes .~
C?O {'},D‘ ([0bm bho MB | 7 intermittent | (1 Chronic (] Aching ] Burning | [ Decreasing | I No D= “&Q/L_
-D Continuous | [] Acute (] Sharp (] Dull [ Increasing [l Yes
'},0!’}4)/% &fm, () / 1 (\)ﬁ)’ [ Intermittent | () Chronic ] Aching (] Burning | [ Decreasing | [ No N @—
Q/% (] Continuous | [ Acute ] Sharp (] Dull ] Increasing | [ Yes A
N UD?M o \[@ N R [ Intermittent | 3 Chronic (1 Aching ] Burning | [} Decreasing | [ No i g @4‘
').Q;. [] Continuous | [ Acute [] Sharp ] Dull (] Increasing [] Yes T
‘).\\Q(\ :)”W“ Ol @ Aty [ Intermittent | [ Chronic 1 Aching [ Burning | (] Decreasing{ [ No T @Q*
[] Continuous | [ Acute 1 Sharp [ Dull ["] Increasing (] Yes -
9/\\%\16 G’Q"\ #@ NA [ Intermittent | [ Chronic [] Aching [) Burning | ] Decreasing | [ No il @A—J
: [ Continuous | [ Acute (] Sharp  [J Dull ] Increasin ] Yes
alf7[76 o [N |- , i ol e N/ .
[ Intermittent | [ Chronic [ Aching [7] Burning | (] Decreasing | [ No rl
[ Continuous | [ Acute ("] Sharp [ Dull ] Increasing | [ Yes
(] Intermittent | [ Chronic (] Aching (] Burning | (7] Decreasing | I No
[ Continuous | [ Acute (] Sharp  [J Dull [ Increasing [ Yes
(] Intermittent | [ Chronic (1 Aching [ Burning | 1 Decreasing | [/ No
[l Continuous | [ Acute [ Sharp ] Dull [ Increasing (7 Yes
1 Intermittent | [ Chronic (] Aching [] Burning | ] Decreasing | [ No
] Continuous | [ Acute ] Sharp ] Dull ] Increasing [ Yes
] Intermittent | [ Chronic (] Aching (] Burning | [7] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
¢) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)
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FLAGC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
; SCORING “
CATEGORY
. o : 1 . 2
> . . - 1] T
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particufar expression of smile withdraw, Disoriented quivering chin, clenched jaw
) Legs Normal Position or Relaxed Uneasy, resless, tense . Kicking, or Iegs‘b?m up
SR
| Laying quietly normal position, Squirming shifing back and o
Activty moves easily forth, tense A’“h"f’ right, or Jetking
| Numerical Pain Scale (Obstetric and Gynecology) T e 1
: / : { : : : { = : : : y No Cry (Awake or asleeg) Moans prwhlmpers occasiond) Chying Staadily, g.cr‘eams of sobs,
0 " 5 3 H - 8 7 H 5 1 complaint . frequgnt compiaints
Ko Pain W\ Pos!llrhul'estPain - Reassured by occasional touchmu. ‘. ] - R / |
" AR Consolability Content, relaxed hugging, or being taked to; 4 ' } Dilflcl.']ft to consold or comfort ~ /
distractible ‘ .
! ® [ Neonatal Pain, Agitation and Sedatfon Scale {uptp 1 Molglh)ﬂ‘; g v Yy
\l Assessment Sedatlon Hormal \Pﬁln { Agitaticn e
Crileria - = — ; T
Wong - Baker (Pedialrics) Above 7 Years 2 -1 0 h R \ 2 \I\L \ ’ ‘3
Crying -« {No Glf with painful | Moans or crles Appropriate crying Not| Irritable or erylng at r‘ligh-pltched or silent- ‘
Irvitability stimull minkmally with painful| [mitable intervals consolable | continuous cry
10 ) stimuli ‘ Inconsolable
No Hurt Hurts Utﬁe Bit Hurts era More Even More Hurts wnola Lot - Hurts Worst Behavlor Slate No arcusal to any Arouses minimally to Approprléte for Restless, squirming { Arching, kicking constantly awake
stimuli stimult ' gestational age Awakens frequently | or
No spontaneous Little spontanedus Arouses miimally / ne movement
movement |'movement ' {not sedated)
) - =
Facial Mouth is lax | Minimal expression | Relaxed Appropriate | Any pain expresslun Any pain expression
Expression | Na expression with stimuli intermittéiit ‘conhﬂuaf
Extremities | No grasp reflex Weak grasp refiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tong decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tone orfingersplyy splay g
! Body isnottense | Body i tense
Vital Signs HR { No variability with | Less than 10% Within baseling o | Increase 10-20% | Incroase greater than 20% from
RR, BE 820, | stimuli variabllity from narmal for from baseline haseline, Sal), jess than or 1
Hypoventilation or | baseline with stimuli | gestational age 530, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

=~/
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BRADEN 'Q' SCALE

3
' Rainbow® . g
Children's | @ BirthRight
Hospital _ | e
Ials 2 "
Date: [({R | 7| WO I | STTA
Time : A '\A ?»_?

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

1 (\J.G

7

Mobili o : h s i 2 3
LNy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. [_{ 4’
without assistance. to completely turn self independently. independently. ¥P Q[)

2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate; | [

o . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Afcur‘:'tyi ﬂ:e gieieiw? :; B:"ma:: bed non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a 4

O phySical. actvy Sy and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every V
wheelchair." shift in bed or chair. 2 hours during walking hours. Y e

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4. No impairment:
Responds to verbal commands.
Has no sensory deficit that would limit

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. L{ q_\
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities. »0 L—F
T —— 1. Constantly moist: 2.Very moist: 3. Occasionally moist: - 4. Rarely moist: ' [ [
Sawhich Skin is kept moist almost constantly S.kln is often, but not always, moist. S_kin is occasionally moist, requiring Skin is usqally dry, routlr_le diaper )
kin i d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
g Wi Dampness is detected every fime 8 hours. every 24 hours. 4‘
S patient is moved or turned. w (/ (I—’
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: / r

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3 .
Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

s

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan9 | High Risk: 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

AREE |
A<

g~ |

9|y P




Suppori Surfaces
Risk Score Category Action {Plaase Note: Only required for children who-are deemed at risk due
to altered mability, consider occupation therapy referral for advice
Redu:ar Turning Schedule . _ .
' Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas.
Use pressure redistribution surfaces Alternating oressur ttr‘ o5 overtay
Manage moisture, friction and shear g presaury mallfess, overiay
Advance to a higher level of risk if other major risk :
factors are present '
, High density foam mattress ’
. Use the Same Protocol as for “At Risk” Patients C "
13-14 Moderate Risk Gel pads for high-risk areas ¢ » 1 ,
Position patient at 30 degree lateral incline using foam wedges . ' .
' Alternating pressure matiress overlay P
1ra u 15
. . i
! Fallow the same protacol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
' Use same protocol as for “High Risk” Patients High denstty foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas >

severe pain or with additional risk factors.

Alternating pressure mattress overlay

fre

=1
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Time :[ {Op vy 2 N)

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

G

Maobili ; ; e : i 2 ; " b :
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (f q kj
without assistance. to completely turn self independently. independently. )i
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
AL Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degres 1. Bodfast : -exi i i i i Walks outside the room at least twice a
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without ou

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

{{

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree 1. Gonstanﬂy okt 2.Vory molst: ; b me molst : e 4 I_Ia_reh; moist e
forwhich Skin is kgpt .mulst almost punstantly S_kin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, mutur_le diaper '
ik i acsn] by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
5ok s?u " Dampness is detected every time 8 hours. every 24 hours. q "1 \1
patient is moved or turned. Lf
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4.No

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patlent during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely L{ (1
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position lr \‘,
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent;

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| HighRisk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

o |~

Evaluator's Name
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e
- Support Surfaces
Risk Score . Galegory Action {Please Note: Only required for children who-are deemed at risk due
. to altered mobility, consider occupation therapy referral for advige
. Redu:ar Turning Scheduls _ _
' yooo « Enable as much activity as possible High density foam matfress
15-18 At Risk - Protect the heels Gel pads for high-risk areas
« Use pressure redistribution surfaces Alternati sure mattre l
~ « Manage moisture, friction and shear rhaling pres iu MEllTess overidy
‘ . « Advance to a higher level of risk if other major risk
factors are present
_ High density foam mattress
; ' ¢ (. « Use the Same Protocol as for “At Risk” Patients e
113-14, Moderate Risk Gel pads for high-risk areas -
+ Position patient at 30 degree lateral incline using foam wedges . ‘
Alternating pressure mattress overlay
v, \ « Follow the same pratocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
» Make small shifts in their position frequently Aiternating pressure mattress overlay
) . !
+ Use same protocol as for “High Risk” Patients High density foam mafiress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas :
. N - gy - 'u
severe pain or with additional risk factors. Alternating pressure mattress overlay %
:
o ;
! -
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Rainbow® o
Children’s ‘Birtthght

- Hos p |ta| BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form R b S e =5
Date / Time 7 NP A Qv
Choose Highest Applicable Score from each Category il X ,m h I-ﬁ‘ P“' Fall Risk Grading
Score I No_
e !

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?“::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O P ',

Furniture 30 ) Standard Fall

Low Risk 0-24 :

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 0

h(
IV / Heparin Lock or Saline Nes = 20 20 Vo Implement

i x Moderate Risk | 25- 50 Woderat tall
Impaired 20 Prevention
| ;

GAIT / Transferring Weak (uses touch for balance) 10 e

Normal /On Bed Rest /Immobile 0 {} 1) @) implement High

Forgets limitations 15 P—— Risk Fall
Mental Status -g - High Rist = Prevention

Oriented to own ability 0 a0 :

L4 Intervention
Total Morse Fall Scale Score: 10 o0
Signature @a' @—— W

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
[T Use chairs with arm rests
[T] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and

[1 Assist and/or supervise ambulation. Reinforce to always call for assistance

("] Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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T APA MDA Children’s | @ BirthRight
l“ “n“l“mmmnmmmm . Hosp ital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form s o e Yo 308 Bl
Il y
Date / Time :
Choose Highest Applicable Score from each Category /T \f 7/ ; /2 i )ol} .)’Q,I? ,/ 22 Fall Risk Grading
soe [N, me | L,
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mms? n::Isl )Score ebion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30
. ibi Low Risk 0-24 el
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 @) ) b
2 2O :
IV / Heparin Lock or Saline ;es [? 20 20 Implement
: Moderate Risk | 25 - 50 Midorats Eal
Impaired 20 Prevention
| .
GAIT / Transferring Weak (uses touch for balance) 10 ntervention
Normal /On Bed Rest /Immobile 0 & W, b Wipletiaat High
Forgets limitations 15 P Risk Fall
Mental Status High Risk > 51 ;
o ’ Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: 2o 20 )Y,
Signature | €0 m.,,_&tﬁ, @ .

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
(] Ensure patients use their prescribed eye glasses if any, in the hospital
[C] Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always cail for assistance
] Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ ] Initiate constant observation by healthcare provider as appropriate to patient's needs
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ST I Chidrers | QU BITthRigh
URINARY CATHETER BUNDLE CHECK LIST b Tl S o
Date of Insertion: .. L@ } 3— 1 9\ /é ....... Date of Removal: ...........cooeeineriniinann,
Parameters Date - \fh | 2 hS
Shift Time M < i ) °.,
Need for the Catheter | _Yes [INo | Cl¥es [INo D/Yea—l CJNo | [1Yes CINo | CiYes (JNo | ClYes CINo | ClYes LINo
rd
Hand Hygiene “TiYes (1No P)I‘Es' CNo | ClYes” CINo | LYes LINo | LiYes CINo | ClYes CINo | CIYes [INo
Usage of Sterile Equipment &{es [INo )Z?es [INo D}es, [INo Q«Yes’tl No | COYes CINo | [1Yes [INo IYes CINo
Is the Collection bag below the level of bladd C ' ] O O ] ]
s the Gollection bag below the level of bladder Mes ONo | Z¥es CINo E/Yes. [INo | [¢¥es [INo | [1Yes 4 No ?Y .A"W No
Check the Tube for Obstruction (Free of Kinking) 'Yes [1No ;ﬁes 1No [wﬁ_\ [INo p—\‘es “INo #9@37 Yés [ 1No ] — Ao
Is Catheter dated as poli /t{ ] : M Yos !
f g [
s Catheter dated as policy 7 1Yes [CINo )Z?es [INo D/YeszHNo Ms O Yes CINo | (Y ﬁlN(}Q 5 es LINo
Collecting bag is been emptied regularly? ,Z@s T1No )7_{ Yes [1No H[Yw [1No m‘,'ﬁs JINo | [JYes [INo Ws/@ﬁ)' ﬁ“l Yes [1No
Maintenance of closed system for the catheter es CINo )71<es [INo | [P/ [INo '/?Yes [ONo | T!Yes [INo | [(JYes [INo | [1Yes CINo
Dressing clean and dry? PrYes “INo )Z‘gzs C1No s [ INo /HYes [ONo | ClYes [INo | [CJYes [INo | [1Yes [No
Is the line removed as Policy? /Zﬁes [1No 6 Yes CINo | C¥eSs [INo y“‘ers CONo | [IYes [(INo | ClYes [ONo | IYes [INo
Performance of Perineal Care (Z]/ Yes [No 6 Yes [INo C¥es” INo i“,éf(es [CONo | [JYes [INo | [JYes [INo | ClYes [INo
Onset of New Fever O Yes _,Zﬁo CYes ZNo 1Yes [!,No” 1Yes ;}ﬁfo [1Yes [UNo | [JYes [INo | ClYes [INo
Asses for the leakage at the site of insertion )Z.(Yes [INo D/Y}es CINo Q’@ CINo | CJYes [INo | [1Yes [INo | [lYes [INo | ClYes [INo
Name of the Nurse v O(.M"j d [,uf/&{‘ (A‘/lﬁ\ﬁD P é’l
Signature of the Nurse @ @ ) 4;9__ a9

Docu. No. : RCH /FRM / CLINICAL / 114
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':-?1:':;:‘” myeuno @ TJ Children's | @ BirthRight
" vespial_ | @zmen
nUHRSING SHIFT HAND OVER FORM - WARD
TIRANNG BOCION covisvsvasrissnsssesivimasy siisbassssansss Department: ..... L’DQ/ ................ Date of Admissjglz
E Diagnosis: ' \/, \QDLL ,\, K /N\A_& :r\n{y In;ectic-)n:' CI'Yes Q—Nof () Not Known
,-"bf 5 N\»L BSBOOEHY: oo
5 ,> Lf.a\r}/¥ r i 1‘9 . (_‘,S.I
g Area — @ = %\ \ ' ( \* X G\O\'g\
= Shift Time A R\ % =\ Qb
£ | Medical Condition
= | (Any special condition to be noted): =
— _ —_ - .
Allergy: O Yes i2No | O Yes D‘ﬁﬁ/ | O Yes D—prfiYes)z’No O Yes #No | O Yes-~No
Tubes/Drains/Catheter: 1 Yes Ao |01 Yes aﬁo O Yes O N{'q)r(/a No | Yes td‘No O Yes_No
Vital Signs: Temp: |y o\, | a9 T]98.6 Flar .6 F Kexd
= Res: |0 |90 20 | F6hled 230/ y6ldah
= Sp0: [0, el | 644" | 9aY.] a7 | ol
@ Puse: | g2~ [ | ) | g | 92| aok
g BP: \\0\770 w1 1246y J2o /o [ 12UR [thxhlad
Fall Risk Score: - - =~ - .
Pain Score: - olw ~ — —_ -
Safety Needs: ~ e | ve8 Vo [N | W
- Physiotherapy | Yes 2G| E Yes CLNe [T Yes O Ner{D Yes Lo | O Yes, 7 No | T Yes O No-
=] .
g Others Specify: 3 — — — B —
E Special Diet: | Yes CLNo Tl Yes LN [ Yes (UG Yes =No | O Yes j/No | 0 Yes NG|
S |Other Special Orders / Medications:
) e || T — -
Post Operative Procedure Special Orders: &9’ M N X V'S —_ .
‘ \
Handed Over By Name : @ ) 5 AQ R/
ot [T P (Sl X0
Sinaure T I NS ISR L 2 A
Date T A S\ C\TY /4 BT £ 2 N
Time: 20m | SM) " 9ineg i (9N D
RS L NIREPINA
Taken Over By Name : ,"S \\/\,\‘4 MM\ o [ /\‘}J\\ wﬂﬁ o
Signature : O AN @ {9 “:iﬁ V. [ Q@ V
Date: WRPE | &0 e Tyfos [ Hafaiee] sAx ] 20]214
Time: %‘\? ol 9, n‘Q\m 7 e % 4’:)7, 7, ¢

Docu. No. : RCH/FRM / CLINICAL / 097
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;a;::nm:a “‘"Talo"’ c M220  (F) Rami:iw ® bRk
Children’s i ig
Illll|llIllllllllllllllllllllllllllll Fingpiiar * | ) wonooma:

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: ......cooveeviecceecee et Department: .........cccocovveiveviicieeennns Date of AdMISSION: ..vvveeerrvveerrvecrrires
Z | Diagnosis: Any Infection: CJYes [ONo [ Not Known
g {/_SC,S. If Yes Specify:

S G/ 1/, B o A A A AR AR
a 2 Y ) (1 P

% Area 3D 4 K )

g Shift Time (2% \ ML

£ | Medical Condition |

= | (Any special condition to be noted): 1S B

(/5c> \S (S

Allergy: O Yes, CHNo | O Yes\:/'No OYes O No es CINo | Yes CONo |2 Yes CJNo
Tubes/Drains/Catheter: O Yes A0 | O Yes&No | 00 Yes Duo’ Y68 CINo | CYo8 £ | Ve E1ND
al T
Vital Signs: Temp: |98 a2.9¢ | of A

Res: | D0b/m | 20blon| 209]*

'—
= 7,
2 500: [ 9971 A0 blag_401f
g Pulse: | L6/ | @2 Dlon| 460
3 BP: [ o u/20 [\22|62{1e] 1)~
Fall Risk Score: | -~ - K
Pain Score: | & red [’
safetyNeeds: | \/ | M5 | ye,
@ Physiotherapy | Yes_INo | \’(es@lﬁ GIYes W O Yes CJNo | O Yes CJNo [ Yes O No
g Others Specify: - &
E’ Special Diet: | T Yes 2o |0 Yes &40 |0 Yes O No 7TYes CINo [ Yes CJNo | T Yes T No
g Other Special Orders / Medications: e
s
Post Operative Procedure Special Orders: J— a

\a

Handed Over By Name : ' = J
S g
T {-\ -

Signature : ) @jr \ﬂ/.
Date: 0 gh%;/ﬁz U[ tlle| N\ TH e

Time: l%{p M ?1
Taken Over By Name : : c§u ,o”lq

Signature :

Date: _ 203 2@ Zf\\”(h}’

1ios: Zhiv) &‘QM
I v
Docu. No. : RCH /FRM / CLINICAL / 097 I
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Rainbow*® . R
Children’s ‘BlrthR'ng[‘LE
i BY RAINBOW HOSPY
!l-'mgasupw!riqmelm amm{hm Delivery

i - .
Date of Admission: %J.‘H?‘QL DAUQ ANSHOIIS:  sisins s tesnitinpmsshatosisimanastssssas snisses /Nﬁt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
; - Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
| - The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
m drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
y - AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
[ (EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
b
S0S / PRN (As Required Medication)
DRUG : Date
Dose Route | Frequency [Start Date "
Doctor's Signature |Valid Period| Pharm.
! Additional Instructions:
i
i ;
! . ate
| DRUG : Tie
Dose Route | Frequency |Start Date
;
‘ Doctor’s Signature |Valid Period] Pharm.
i
{ Additional Instructions:
5
|
DRUG : bater
Dose Route | Frequency |Start Date N
| Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
|
L]
5 Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
|
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D O REGULAR PRESCRIPTIONS  Weighi.

. m am

=
. == = D tey» L—
?\ g DRUG : N3 CEJ'O'WIM\:_ Ti?n?i ﬁ\‘ﬁ B\
t-: ’Ej ?ose Route | Frequency |Start Date i e
o vl 4 i) 80 |ig]>— \oY |
&= | Narhe & Signature of the Doctor ] ‘ ==
T _~| Starting the Drugs: M s I cHA ‘v’/‘ —F
LA o =Te VA
= — 4 suds r\‘\ L 2]
(| Additional Instructions: ( feslefere \ e
A L*
-V
Daily Doctor’s Endorsement by a Sign
=| bRUG: PATLACETAMOL- e Al Wit
> | Dose | Route |Frequency [Start Datel X
= et ¢ /
= Sl | v |10 | By D7k .
o “on| Name & Signature of the Doctor 3 ) ’
Y X Starting the Drugs: %
e o PUAMIY %/\ P 4} ;‘,\: )
%-3 ) - / ‘\} X ': // qu"\ v i
— | Additional Instructions: |V ol HiMRs B 6”'_ O Y e
Fouewes 4y ofats . e |
Daily Doctor’s Endorsement by a Sign }g/ 0(
= | DRUG: DILL-OFENAC AR \
L‘ ->:3 Dose Route | Frequency [Start Date ”'1 .U’l b/
= Slom| V| B |2 SN
@ ¥ | Name & Signature of the Doctor /71
&= "7 | Starting the Drugs: ~
- ot 7,9 W,\/ (W/\ - 7 Y
L QO 10 PR o Vi ;
=~ .+ | Additional Instructions: SLow |v AR T (W)
[ IN [oOombL NS . ;
N
Daily Doctor’s Endorsement by a Sign N A {\ [
DRUG : Thu3- MAG Moex ForTe DAt g1y Q2 N
Dose Route | Frequency |Start Date i . ,
= [tsam] v | BO | 131 [ X VW
> ,: Name & Signature of the Doctor ] .
- Starting the Drugs: ' D
3% %) .
L = ' > WY
= @ | Additional Instructions: Of # 7 |\ JpZg
T : Pe e A ﬂ‘i — Jd 7
2| golncTAm e =i e
E"_ﬁ ~ (&) 26 NE M I J/ /i\)f’
bt \
p— T A
Daily Doctor's Endorsement by a Sign @ / b[?(

Page: 2/4
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nrgmm ""Mzm Bt g% R
dlnbow p . ~
e Chiirer's | GELinRigh
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the lithe. Your Right to a Safe Delivery
e REGULAR PRESCRIPTIONS v (0 QA wars ...
DRUG : T 13- MeTRoraonzslt %?n_tifﬁv&o\\q m\ﬂ ()
Dose | Route | Frequency | Stat Dt. A 1\/lo . /
Name & Signature of the Doctor -
Starting the Drugs: Z?ﬁv g g Y( /’QM
'D\- ‘\-\O—"’“ es — k\"} —
oY o £ I\ - O
Additional Instructions: D @n’ \ | NP
FOR. Q8 W RS ML = IEY
L la
Daily Doctor’s Endorsement by a Sign @A/,k/
DRUG: W3- PANTCP RAZSLS D.a“; ’\r,b\"‘"\q\'-\;,}??‘ X | |
Dose | Route | Frequency | Start Dt. > N\l
Gorg | IV | B0 3\ PR NI
Name & Signature of the Doctor
Startj e Drugs:
Dr - losseo e
La
Additional Instructions: oA
A ]
Cor- &RWERS !
- J
Daily Doctor’s Endorsement by a Sign 2y=Ca=
AT CE <) ¢ |Date
DRUG: A ™ *““E‘E‘?é o Tir'neh)l N\ T
Dose | Route |Frequency |Start Dt. |4 : )
Am | IV e (3B )/ YoR
Name & Signature of the Doctor . s
Starting the Drugs: qf‘ %/ -
D\-\QOUQQ‘_‘L' 9 Q;‘j'r ‘ 3 7(5
Additional Instructions: A‘h\ % alﬂ ;ﬁv é__j_‘___. -
FoR  gnrs 17
Adl
Daily Doctor’s Endorsement by a Sign o |
oruG: PARACETAMOL  [DateR \ \i] NG
[{ose Route | Frequency | Starf Dt. -fj’ \/‘%
2P0 | 1D 1971 BN )
Name & Signature of the Doctor j N
‘arting the Drugs: 'é((- LY
‘D*"M L
nal Instructions— Qf“
\ : Vi
stor’s Endorsement by a Sign @,Q \%
*H /FRM / CLINICAL / 108 (P1.0)
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Sheet No: .............

M

Rainbow®

N

Hospital

BY RAINBOW HOSPITALS

Children’s . BirthRight

It takes a lot to treat the little.

REGULAR PRESCRIPTIONS w1 war

Your Right to a Safe Delivery

Starting the Drugs:

Mondudoe

Date b
DRUG: TAR. uDIYV Tip QL’X
Dose | Route |Frequency |Start Di. 4 N
ooy | Plo RO | 9ol | &
Name & Signature of the Doctor N 4

dditional Instructions: -

LMoDeoxy% e

Wy

Daily Doctor’s Endorsement by a Sign

Datey

DRUG : DE'RMH’D(“(AJ CA LOE : Time

Dose Route | Frequency | Start Dt. y e
Lol 1=1
Name & Signature of the Doctor E
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : DERMA DEw CALCE  [pactd

Dose Route | Frequency | Start Dt. )

lotad | OD 206l
Name & Signature of the Doctor
Starting the Drugs: i~
L NSNS

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: ¢ CéFrTUm

Datep l/

Time

Dose Route | Frequency | Start Dt.

s e | &0 | af

Name & Signature of the Doctor !

Starting the Drugs: y

o

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Dose Dose Dose Dose
DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor N it Dt wo.e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o 2 e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T|U]e 1 Nurse Sig. l Nurse Sig. I Nurse Sig. ] Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
HDUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Does o Ooas Poss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose pose e
Dr. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) —_— Dosage & Other .
Date Time Medication iricthuctions Route Signature Nurjzz
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BAH-00520821 1P26-00006876
Mrs SHIKHA MANTRI

o 27-1241908 0YEM21D  (F) . 1= @
Dr. SWAPNA SAMUDRALA Rainbow .

hildren’ BirthRight
W Hospital © | () mamsoostus

It takes a fot to treat the litte. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

\

Surgeon’s Name: - Su_JC:L(D aon Saomudsalal pate of Delivery: \& \'Jc \2es2¢

Assistant Surgeon: 1)+ 3 N Qeédq ‘ D+ Navees|. Time of Delivery: \\. O o™

Anaesthetist's Name: v Sesn $¢ Gender of Baby: Tlo\e

Type of Anaesthesia: . L P?r\q\ ‘ Weight of Baby: S . C{ Qa < % .

Neonatologist. v - S\t s \anth - AGPAR Score: 3.8

Scrub Nurse: Qﬂg—&‘m{g \ o T, R NICU Admission: []Yes L No

Pre-Operative Diagnosis: PYa P\ mu\_j\\ Ep! @{_Gsid%_p\ 1 \F:cz% w\;\r\e@g vov d \d
uﬁctive ~1 Emergency \ Indication: M‘-*lb)fo A kow.qt - A

Urgency t\\bwc)\‘éé

[J Immediate Threat to life of woman or fetus

L] Maternal or fetal compromise not immediately life threatening
' No maternal or fetal compromise but needs early delivery

] Delivery timed to suit woman and staff

BEBISIBNME: vviiimmmman s KIel 10 B e s e s onas
CTG Description: C@J]w ............................................................................................................

If there was a delay give the reasons: ..........cccoeeeveecrcccieeinennns i o P e s TN AR AT

Surgical Procedure: [~ Le{C.'vg § isundion fgaﬂ\uj Cateneamn Feclionw 4
Maﬁmf-cﬁ-u Ml7

Post Operative Diagnosis: [}z, 7 PoD -6

Peri-Operative Complications:

Amount of Blood Loss: -,éﬂe—-—gh-omﬁ 1 200nd Blood Transfused (in ML): | (Dfitg e €n )(UN

U
Name and Number of Surgical Specimen sent for examination: & Cubiisu A VLLH; cﬂ

2. RCH/ FRM / CLINICAL / 155 (PT.0)

S
My



Examination Findings when Appropriate: 3

Presentation:%ﬂéphalic 1 Breech JOther ..o Cervical Dilatation: ........ (‘J&,eej .................... cm

5th Palpable: ................ f?.{.sf ...................................................... PO POSITONY; ... .otom s s issismssssmsnssnisismsssmastoionsrimeioss

Station: daﬂ/ O0-2 O-1 O0 O+1 0O+2 Moulding: E’lﬁ\e O+ O++ O+++

Caput O+ O++. O +++ Mecomin)zﬂone T+ O++ T +++

Bladder Catheterized : [+Yes 1 No Urine: v« Clear [ Blood Stained

Skin Incision: = Pfannensteil ] Transverse 1 Midline [ Other ...oveveeeecreeresensenncnsnnesesnsanses

Uterine Incision: =Tower Segment [ Classical Tl nverted T g’;@sion )? leop o\ lod \

Previous Scar:  [] Intact [ Thinnedout " Ruptured 0 Scar % fos) - aos eLosc,:keQ |

Incision Through Placenta: L] Yes 0 ord e\ lox e W=t W B rene

Delivery of head: (1 Manual -Forceps é A QDAC, %‘f‘\o"‘i 2t G‘i“éﬂ"\"; ';Lej‘;w e .

Liquor: ~Clear [ Meconium: 11 — T i CiBlood  LIOffensive  [INot Offensive ¢ "p\\q\,

Delivery of Placenta: 1 Manual CCT v _~Complete [ Incomplete O Piecemealg\_\?)}cefg—!'

Cord Appearance: ...................... POTUWREA oo, COPd around the neck —=Yes [ No T "'-l-

Appearance of placenta: ............. il --divirl (R Cavity explored ces [ No &\i Bsm\

Uterus, tubes and ovaries: ! Normal I Not Normal Sterilization: 1Yes [INo ‘c’\&s q%\:i
4 XS(T

Uterine Closure: " One Layer Mayers Nl et Suture

Peritoneal Closure: Pelvic = Abdominal Z1 None C,af' ......................................... Suture

Sheath Closure: SLCHAEL TR Suture

Fat Closure: 43 Na: e C.aip ............................................. Suture

Skin Closure: _-Subcuticular [ Mattress OR35S Suture

Vagineal Evacuated U/Yes 1 No

Drain: t-Yes [1No [IRemovein.... ... days [ Await instructions

Ctheter Y6S CONo I REmMOVE N .....cvvcecveverivenenens days [ Await instructions

Swap & Instruments count correct? —-Yes " No [ Post-op Antibiotics LlYes LCINo v

Intra-Operative Antibiotics Cover: ‘-é.‘/(es “I'No "I Thromboprophylaxis COYes [CINo

B L | [ e e e

DAtE & TITIB: oot et e et et s st e e eer e s e e e e e erineeas

DOCLOF SIGNALUTE: +.v..ooeeeeeereeeeees o e b T



4) BAH-00520821 1P26-00006876 .)
s RG'C AL | Surgeon : Eh&oq;ma, .................... E’r:ﬁ%::::gmzw " | X ‘ ;
: T T T Age : 30.Y7s. Gender: .. %
" e L TR : e 22 | Rainbow: | @)

SAFETY CHECKLIST Anaesthetlst..ﬂt:.M ................. y Name : . EL.LS(S. Cm@ﬂfmf oW, .BirthRight‘

osp ital BY RAINBOW HOSPITALS

Scrub Nurse : du:90mdbwes................. Date : .18/7/24..... Intime : .. ACL1L¢f5. ﬂ»@st tim P el e
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time... /045 4™ TIME OUT  Time:....}0: & Fan2 SIGN OUT (i

Patient Has Confirmed Confirm all team members have ) Nurse Verbally Confirms with the Team:

Identity _Tes ONo introduced themselves by Name and Role_ | Yes ™™ No The Name of the Procedure Recorded ~ «TYes [INo

Site xﬁes CINo Surgeon, Anaeslhes.ia Professional and That Instrument, Sponge and Needle

Procedure /r‘(es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) —7Ye8 TINo I NA
Site Marked [1Yes [INo =NA Correct Site /ﬁg CINo patient name) —=¥es [INo CNA
Anaesthesia Safetv Check Cﬂmpleted /YBS “INo Correct Procedure m No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning #Aes CNo Anticipated Critical Events Problems to be addressed ~¥es [INo CINA
Does Patient have a: Surgeon Reviews: 0“

Known Allergy? COYes NG What are the Critical or bresgopie @\ @, %Q i N
Difficult Airway / Aspiration Risk? Steps, Operative Duration, " /(9 0 W \(1S{What ae the key concerns forrecovery

) . Anticipated Blood Loss? H»o\ :S|L¥es CINo TINA and management of this patient? =~Yes INo

Yes, & Equipment / Assistance

Available [/yé' CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? 1Yes__LNG [ NA
(7ml/kg In Children)? Nursing Team Reviews: Q@&& gobi%’\l\a

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned )A’é CINo CINA Been Confirmed? are there Equipment

Blood Units Reserved /(s No C1NA issues or any Concerns? 1Yes ['No CINA

Is Essential Imaging Displayed? 1Yes CINo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? e N0 N

Doc. No. : RCH/ FRM / CLINICAL / 111



PATIENT TRANSFER FORM

%
Rainbow” . e
Children’s ‘Blrtthght

Hospital

It takes a lot to treat the fittle.

T T
Do . Lamin

Patient Name & UHID No. Date & Time of Admission Date & Time of Transter Order
BAH-00520821 IP26-00006876 } %
Mrs SHIKHA MANTRI Ad
| 27121908 0YEM21D  (R) lg 19, $0'A '7/25 @ 1240 sz
| Dr. SWAPNA SAMUDRALA Transfer Ordered by Reason for Transfer

Olsseswsodiom

From Unit To Unit Information to Attendant
Yes ‘2/ No |
0T Doo - Bt
) Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

- Yes| | No[——
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
i RL -
2.
3.
4.
D™
5

Shifting Summary / Notes Written by Doctor : ~ Yes -1~ No[ |

Name & Signature of Person who is Transferring

S . Mot

Name of Person Ordered Transfer

Der. Samis

Patient & Clinical Records Received by :

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

| | Unavailable Bed 1 Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102

[ | Available Bed not ready

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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Rainbow® ) oy
INFORMED CONSENT FOR SURGERY OR ﬁggg{&?'s ‘Blrtthght
SPECIAL PROCEDURE ek | W
Patient Name : M?‘SSH\KRQ ..... \\f\m\\TRI_ Gender: [ Male .=Ffemale Age: .....c.p.... 36 \{RS ......
MoNo: B -eoSBoSAL e B3 2024

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

4. |have received all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure. S ‘
Name of the Doctor whois performing the Surgery/ Procedure: ....................=7. \S‘p ..... 0 O‘Qm‘u‘\‘ R
Consentee : Patient Attendyt A ‘ ”
SIGNALUNE : ..o s Signature : ... oL O
Name : mRSS\\\;QQ\u mﬂ“‘“‘ ......... Name: ..... S:JJMI;MMTA‘ .........................
Date & Time : \g'%zczc@\@\sa me Relationship with Patient: ........ \_\ U@\'xﬂ\a .......
_ pate & Time: A3\ X\ 22,6 (&), o:Bam

Witngss : & Doctor (who is taking the consent) :
S A, ) RO B . @

SIGNAUE : ... S s
Name : ..o L AJDNNTIEQUY. ..o -l veerie-

Date & Time : ..... \%\W\l\o@mw&ﬂ Date & Time \g\} 2626 o) Sam.

T i L e




I/

\

T

Rainbow* . .
INFORMED CONSENT FOR SURGERY OR ](_:Igislgirgrs ‘BBY::&IH?OIS%IE
SPECIAL PROCEDURE Hospital | e
Patient Name : ... Mva. Shiha  Mowt  Gender: 1 Male _FFemale  Age: ... 505 ..............
UHIDNO : ... 2012 00.% 20820 ... Date : .../@. 420, %

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
........ ELECIVE.. LowER SEQMENT.. CABINEAN SECTION .
e E 2 OYOMECIOMY, . upon

........................................................................................................................................................................................

I'have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

..........................................................................................................................................

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

4. 1havereceived all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ............... E...-ﬁmpm ....... Savmueloele

Consentee : _ Patient Aﬂendﬁg : W
SIGNALUIE © veeoeveeo e eees e eeeeees e Signature : d '

Name : M. ShaRba. . ) Name SHCWE’L—M%q .......................

Date & Time : /{17126 (@ F: 000w ... Relationship with Patient; '4'[_,\.&’:!9‘“"40
Date & Time : .. [&14(2.6.. (@ A ooovn

Wilsoss - Doctor (who is taking the consent) :

STV CTLC I S — }QMM ________________________________________
Name : ... Name : ... D I\QW{@M

Date & Time : wb}m@w Date & Time : '@”(%@q""m .................

Docu. No. : RCH /FRM / CLINICAL / 027




J[%‘.
CONSENT FORM FOR GENERAL / Canrs ‘Bsggmiggf
REGIONAL ANAESTHESIA / Hospital | ) umeomsmus

MONITORED ANESTHESIA CARE

Patient Name : ¥l W\ﬂ' MM Age: 90 Gender: Male O Fe\r_nal/eEI/

............................................................................. . sevasesussaenrenns

7, |
UHID NO: ... i e, Surgeon Name: ........ S0 sSM I NEA VAAARY S ..

ANaeStNeSIOIOgiSt : .. veerrreerereeeresseerens B\(" ...............................................................................................................
A ¢

Operative procedure planned : ........ccvvvereevrnrensrsscnersessnresofoenss A SLVNEAL LT L] ettt seeannnes

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious hefore an operation. This ensures the patient s not aware of
events and does not feel pain during the operatlon Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anassthstic to numb a specific area of the body for surgery: Prolonged
pain relief without nurmbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

O Heart disease O Hypertension [ Diabetes mellitus [0 Renal failure
* [ Hepatic disorders 11 Shock [0 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
IIL;t?rtatmg Cronic Obstructl/ve Pulmona;ﬂ[iseas

COMIMIBIES © 1visirvisersirersersetseresssarissasersssesasstanessseasssssssasenssssassssensesses esneesantsssssnssssos senessasnsessessessestsasstsssnsssensesmasssntssssassssans

= Doctorto d;acument in medical record also if necessary {Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & Hs authorized doctors to perform upon my patient:-
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

----------------------------------------------------------------------------------------------------------------------------------------------------------------------

" lauthorize and give consent for anaesthesia ( 3 Bedional / O General Anesthesta / O Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
freatments and answered my specific queries and concerns about this maiter. [ have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and I have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




| understand that there are soms infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmiafic reactions, headaches.

| authorize the anaesthetic team to perform any additional procedures {for example, Central Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
considered necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

I understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will adminisier the Anaesjhesia.

- Pregnant: [ Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

I have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness : \
Do) dhon

SIQNAIIE & oo e e eressssaresessssessssesssrassrssssane SIGNANITE : ...t errmemr e ee e eesenensonsesssnssssesssras

Name : ..... W - XA ........ Mardw, ) Name:..../wl" oy ’Mmz?ﬁf

Relationship with Patient: ........ M ...................... Date & Time : IK/?@HMDM ..........

...........................................................

Name: .......... %/' A
Date & Time : ..... l&/:}




924y4) £09¢)

N
; '-”"——_—_—/Rambow
Department of Anaesthesiology Children's ] BirthRight
PRE-ANAESTHETIC EVALUATION Hospital_ | ) simmemasins
5720
Name: MMWMA{M .......... Age: .... @O .. Sex: RAW ........... UHID.No : W 7
Date: ......o....... LYK o Time: [)Om ............. Proposed Operation:
11 :
Diagnosis: ﬂ/]’/\ML ........ é\} ........ %7' .............. o %‘j ..... M CUW'th"{gy ..................... goc. A
B.P / CRT: {ufﬁg% HR: oo Weightt 749 ASAPhysical Status: 01 o8 03 04 05
Laboratory Data:
GlUG0Se% s oanvcnsc s Protein s ||| XoRAY: svonsmioaminorruese
L] T R {1 L B SO EBGY oiasnssmiininsiniins
Creat: ..o Total BUE «ocnusnsrasie 2D Echi0} ..ococaivaisisinia
NE s 0]1e 1| LN Stress/ANGIO: ...covvevinenes
I EBHE sissnnmiins ()1, pnr
(o AK phoS: ..o
MOFH: cnmnnmmses  AMYASE <sawainain [?_I’
o FE SGOT/SGPT: v Alergies: NLDk— ﬂ"“ 7

Medical History:  CVS:

RESP: Ak Mﬁwﬂu A/ /u/;(,w Diabetes :
- Lopdir (NG - ihhang » "4l Qe > (KD now.
rna: O poadind) wSdgh o, Laaln /Aym weands

Hepatic / GE : ( / No %w d,(a/ . Pfrgswal Activity: ,%ul Achine_
: /)

Oters: \_ 7 Letyx T Boundal Cubitssnd

Past Anaesthetic History: /\/\\,{\> Mtdﬁn,{f_ «,L{bmgl R (i x2—3x InFrall b Aol

Physical Exam: C@A-E'AL = / L /0/‘(7’/&@ /(,O/JF iudlt

Airway: N@Z 34 Mouth Opening: Acf_q/ Mentchfyoid Distance: 2F% Neck: (/) Teeth: ,{/\1?{' o
Lungs : o
Heart | I

CNS:

Ereanant: L W WA Venous Access Sitg/}, W Spine Exam for regional : /171 [Um,g, ‘

Anaesthetic Plan: CIMAC O M-m CILMA ¢ A

Peri-Operative Plan Explained to the Patient: [ o No @1}4’\ - (o] ﬁ?; s
Sl o5 —)0 4-m

!

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: \ :
| 1. DVT Prophylaxis : ﬁim )

= N 2 NILDRAL$ WA
3. Informed Gonsen andard O HighRisk O/2
s
5. . "

UbiLlv - %00m4

. Post Operati

Pain ManagemenLE’Dﬁ:ussed with Patient

Signature: \
Docu. No. : RCH /FRM / CLINICAL / 044




BAH-00520821
Mrs SHIKHA MANTRI

27-12-1998 ve u 2
1
Dr. SWAPNA 8AMUD g

Uiy

Pre Induction Assessment:

IP26-00006876

(F)

]

ANAESTHESIA CHART

W

Rainbow®
Children’s
Hospital

It takés a lot to treat the little.

l“\\\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

- - - . i~
Change in Patient Condition: (] Yes No Fasting Status: mw
- . . —
Physical Status: \,Z/Patient Identified \.Q/Consent Present \_~Chart Reviewed
I T A
H.R: 814//?\ | B.P/CRT: 101/65 [ SpO,: QS[ cZATRR. | F/M | Last Feed: 76 A4
z F A Corp . : 26
Pre-OP Dlagnoms ........ (BTG M inina %wOperatlon: Date: . [§. 7 26
Surgeon: .27 55 D“W'L//}"”/ ................ - Anaesthesiologist: 2 £474 .. Technician: Fdas e
TIME 10 T = (e H.'.—-"\V\ —— NS
N,O /AIR /O, LPM o " T ’ B
HALO /SO /SEVO Antibigtic
Drugs:
THLLY EX. C &eypl famm il blaorFenNALC
EXAUN g ) A 1ooms
HIDREOCLORTTEONE 1D0AP TV
Cid Blood Loss
o £ & 71 -
Fi, /540, PRRR TR IeHE e TIE ~ 2L
ETCO, : ! .
ECG ’Qﬁ_ A BIC| WA A SN &
Temperature
Urine Output NOTES
Ry A >~ ct
£8 RV A ~ - e P
cm o =
| kA=
B.P 240
V' Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 S
101 L4 5 'v o s 7
80 et
6 *’ o Wiy AAA M AN A
40
20
10
0
A8E
LAB Values
GRBS
Others
quipment Checked and Temp: Induction Regional:
ctional [] HME Fluid Warmer Owv [ Inhal Extremj Specify: ..
BP 7 W D C!mg Film OH Warmer ] Pre Q, C]RSI [=Spinal [7] Epidural El Caudal
D Cuff Site: G - er's [] Cotton Wool [C] Othe Others: ...
rtSHe s Other W Position: .
EKG Lead M ) Mask \ [ SGA 7
: Times: ] Airway [ Oral [T Nasal Site: #22.7
Temp Sit
g ngﬂi,k;nim Anaes Start: . /0?;1”” L N R | CR— Needle Size: }‘?’@ @ Depth
‘E/g;m Maiittor 0P Start: . [ Oral [INasal  [] Cuff Parasthesia [1Yes [ No
& Pulse Dximeter OP End: . L Tracheostomy[_] Topical Catheter at skin
Ll Coprogmph LBivi OH ”« q (FM [ DIUG: woeeveeee e N Drug Name&Cunc/
] Ventilator Anaesthesia: 1 Awake ] Direct Vision Bolus: . '3‘ M =1~
[T Nerve Stimulator , [ GA [] Video LaryngoscoRy (1 Stylette / Bougie Infusion: . e g
O itored Anaesthesia Care ] Fiberoptic Block Leval: ﬁ’ .&/L— &qu.a/ J‘;M
Posjsin: LA Regional Blade# ................ Commianits:
Pressure Points Checked DIFFCUY WAY? oo oo N
—r Line (Size & Location) Transporjation to
Eye Care: LT OVP: coeeeresressessnmssssssnsone [] Bilat = BS ~PRCU ey L1 Other
[ Qint OA . [ Semi-Closed Circle elaxant Reversed [ Yes [CJNo E‘NA/- [
[] Tape zép — ;
O ding Q{ e H g:ﬁ:ﬁd fire Name of the Doctor ... #.2 I/
Awake T ot N Signature of the Doctor :. %/

<o
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%z
Rainbow" A i
Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : ....... WML\’\'QD Time Received : ........... (Q Pm Time Discharged : ... 57 .. ..........

e “ 2o | v canuia sie L[:/
| 230 230 | [J 0, Mask (] Nasal Prongs
% oo 220 | (] Tracheostomy ] T-Piece
e 200 - 200 | [ Oral Airway [] Nasal Airway
[ 190 . s 180
g 180 . 180 E‘N/
8 170 Y/ N 170 | Vomiting : [ Yes o DIUG: (oot esesines
2 NN 180 Inemube: 0 ves Mo
v 140 B =S = 140 | Drain: es [ No
A 130 1 ) P2 130 ) _ :
120 T A& 3 120 Urinary Catheter: [ J#fes [ No
i 110 iy A 110
] 100 = 100 | Chest Tube: [J Yes &2 No
= 90 90 -
= 80 - = 80 Nil Oral [ Yes L [
- '\ o | wruias: ﬂ\ gy, 24 N
& 50 50 Oral Feeds: I\)
- R 2
¥ 20 20
10 10
0 ]
SPO,
MINUTES
Posfmﬁ‘lgeﬁskfﬁf’s‘:ﬁ““ N = Te0 Too] 0 SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 T R ®
Able to move 2 extremities voluntary ar on command =1 ACTIVITY ‘ <)/ V A Minimum Total Score of 8 is Reqmred for
Able 1o move 0 extremities voluntary or on command =0 Disch arge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION ) . . "
Apneic =0 Y % V] Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION N space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 C)/ Q/
i o CONSCIOUSNESS [~
Arousable on calling =1
Not responding =0 < ] ’1/ v
Pink =2 | —
Pale, dusky, biotchy, jaundiced, other =1 COLOR -
Cyanotic =0 0/ ()/ ’)/
TOTAL 6\ \Of o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Tim Pain Score Intervention Signature
g

2\ w‘) ol

I

Py

197 | Y] ofo

No 1a¥D

By oD

A\ 7| Yert) olio

No

1
Ky

19\ &2k o0

No fm“?r\

Pain Tool Used: [J NPASS [ FLACC [ Wong Baker

LI NPS

Anaesthesiologist Name :

Anagesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature: CF

Date & Time: .. LCLU?‘IW ........ @

\
/
.
|

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

c.  Prior to pain reliving intervention

d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): ... ... 3D§ ..............................
Date & Tlmelq’!/?'[fl/é




2
Rainbow® . . . o
Patient Sticker Children’s @ BirthRight

Hospita] . BY RAINBOW HOSPITALS

It takes & Tot o trent the litde, Your Right to a Sate Delivery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA RECORD
D1 S ORU U TIMIE: coverereerresereenee ProOCEAUre dOMNE DY ....ecveeveeeeerereeerericeernsrvsvsvesssensessissassssessarsessense
CSE /Spinal /Epidural POSItiON : wvvireeeenene 637172 1< Technique (LOR/LOS) ....oecevrreneene
[17:11]1) Catheter at SKiN: .....oeverrerrerssrenseeressnnens FAVLE:]1 0] OO OO
Parasthesia : YBS/NO if YES TBLAIS : .oceeeieeceeeeere e cereereece s seasesesers s esesssssss e s e ressase s s sase e et sasntesessasbensassansessssensessossanse
SOIULON COMPOSIHON : ..oecevveevecreresrcrenereireasesnesnssssssssessessssarsessssssasssonsssssssaranssanes eestetessentessessessessasteteanseteesssasarvatsnrsstrares
Any other issues :
) trrureesrserrrresnrrre e s reras s s e A e et e At seA TR ReR R R e e S e e r et eE s a RS At bRt £t et seas L ReA R E AR RS RE SRR eEeSeReR e AR e e e A e RS re R e an e e as e
D) e e arersaraesnss e sesssasnesssansens weerersesnesesarnnne OO OO OO ORI

Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
—
) —

Delivery Details 1 Time & vvvevvveevecerenees APGAR: ......ccccurenes SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPBOIEA & ...t o rssses s snsssrsasssnsssasressasssasssserams s snssaseas
Patient SAHSTACKION < ...oeveeerecc e ceeeeeree e ree s reerrse s sese e e e sastssesbos st bt st sasssboass et sas RO sO SRRSO TR SRRSO R OR RS O RB s PR O PR bR e PO BT O 0T 02

Discharge /Shifting ordered by
DOCIOr SIGNALUTE: ...vustreesssessssosssisessssesssssissasissssssonsirsossssaonss
DOCION NAITIE: ..oocvireiracreriesersecsesieerassesesressessssressssnssssssssessarasns

Date AN THNIR 2 crevrvreeeeeie e ree e sressessessssesssssasssesesessassensenses




BAH-00520821

Mre SHIKHA MaNTRy | 2° 00008876
2712199
or, smﬁ:m umsgw ne @ Rainl?:‘W' ® i
i - R | @ sintnrign
)D TRANSFUSION Hospital | [ smmmonins
Name: ..... M/’V\rgj‘—‘b*ﬂ .............. 1 N Age: ?D‘{)\ Gender: Male( | Fernale (]
UHID.No: . BBH -.005 208 2/ pate: ... 183 o2e
Type of Blood Product: ] Fresh Frozen Plasma \DfP?tfked Red Blood Cells [ Random Donor Platelets
O Cryoprecipitate O Single Donor Platelet [J Whole Blood
[J Albumin [J Red Blood Cell R T
) .
s ﬁuu bug, /"W“ﬂ* ...................... hereby give my consent for whole blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explained to me about the alternative for this procedure that ...............ocoviiiiiiie e

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in

TMithe language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or

_ Patient (Or Patient Relative / Guardian):

blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

Doctor (Who is talking\t r\t?onsenl)

A
Signature: .3 M o )

...........................................................

Date & Time .......... , 8 .........
Wilness
\
Signature: £MA ...................................
BB, s e otk oo s B RN SR s R s S BV SRS

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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PATIENT TRANSFER FORM

Rambow
Children’s .
Hospital

It takes a lot to treat the little.

n?

I\

.BirthRight"

Your Right to a Safe Delivery

BAH- 00520821 1p26-00006876

mn snum MANTR v . u G

¥ \\\'\‘i\\\'\"\\\\\\\\\\\\\\ i

Date & Time of Admission

81+ 1@ 4 %0p

Date & Time of Transfer Order

isliie (@10:30M

0-T

Transfer Ordered by Reason for Transfer
0y aveeny £l W0
From Unit To Unit Information to Attendant

Yewj No| |

}mf/sz

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

({/'\,([ ~

e WIT = @ Yes[] Mol
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
e
28 LR
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
Chwidya bado P peweeyy
Patient & Clinical Records Received by : o xwv\f”\

Date & Time of Patient Received :

\ﬁJ

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

(] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

| Available Bed not ready
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BAH-00520821 -
N - f
?&::::A N vemz10 ) Q\%Q’ ) ’% .
Dr. SWAPNA SAMUDRALA @ Q Rainbow . . N
fiiiiom o Chidren's | @ BirthRight
““m" Hospital .mmaowm
It takes a lot to treat the little. Your Right to a Safe Delivery

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: ...l.‘@.}.??..[lﬁﬂb ....................................... Time: cooeee A LS P
Blood Group of the Patient: Q* " Blood Group on the Blood Bag: .......... KB S
Blood Bank Issue No: .J\4 8.2 oo Date of Collection: 16/7?26 ....... Date of Expiry: .. 27 ’5[25 .....
Date & Time of Starting Transfusion: .J.R[.%[Qb. /Q'SD};I{:I\med duration of Transfusion: ..... 1. .—gl\ou\& :
Check for Correct Unit: & Correct Patient: &
Blood products cross checked by: Nurse 1: U(Paﬁﬂmﬂg ...................... Nurse 2: ..ﬁ(.'Ds.C.L;BUQ%Ur.\.Qf. ...................
Before starting transfusion vitals: Temp: .. 9...... HR. 7d... RR:..l0Q.. BP: log/?L spo, ...99.....
PLEASE MONITOR THE FOLLOWING:

DR ;i:;) it | ok perahice P?elg:l?re 590, I‘;ansyh R}i!gl)yrs Breatrﬁggsness Algr&;t())lzﬁr
\RJ#I&L bk Q_MGF‘O%:L 100 | AJo | Mo | wna

\2pob i‘:ﬂin_ 62 | q8.% [102F9| 49| 00 | nO| w0 -

ot BB 6o | aps [wlolam | | = | —
A AL ?0.’3“‘}; 6S | a8< [nepy| 9% - > ~ 1
st S s | a9 4F [nobo |9q, h
18 Jp- 14 (kD Q’Hr?i Y% g9y — - _ i
glohp | |69 426 |mtl3s|qdy | - - -

oo |10 (st |07 oSk [wey | | -

"] Cag 6 (999 [ugfer] 1eod
COMMENtS: ..oeeooeveeee L\)O ....... (CR A% . CEMPWM&?OM ....... A/UBW_:HZ\O_
............................. RI100d TN ONSFAEROD: e

)
Name of the Incharge-Nurse: U(QUQUJ .......... Name of the Nurse: ......... o I el A ctind’ N

Signature of the Nurse: ........ =% LT D ..............

Signature of the Incharge-Nurse: ..

Date & Time: .....[.8/:?& JB'[QESRFM Date & Time: \%Sﬂlblllylpty

Docu. No. : RCH /FRM / CLINICAL / 078
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Mrs SHIKHA MANTRI
27121908 oYeém21p F) ,//4
Dr. SWAPNA SAMUDRALA - Rainbow® .

Q. Sl Rl
OBSTETRIC TRIAGE ASSESSMENT FORM

It takes a lot teytreat the little.

Date: .. \g\?(\'“" .................. Time of Arrival: . RSO Time Seen by Nurse: & ZON.

1) Level of Consciousness: [ scious [ Semi-Conscious ] UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[ Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV

L1 Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor

L1 Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV

C1 No Fetal Movement [] Other RBASON: .......c.cvuvireeririreiniineceee e ssesasserassssassssnssesnenes

3) Vital Signs: Temperature@i .......... Pulse: ‘Q{WRR Wk Sp0,: ‘1&] BP: \\DWJWelght .............

4) Gestational Criteria:

Gravida: G r I A

..... Lelk. [Ql%??/) EDD: . H [ o Gestational Age: .. 270X 2004 .
Uterine Contraction O Yes 'EK No | CINA | Onset Time Frequency:
Membrane Rupture O Yes 42( No | CJNA | Onset Time Fluid Color:
Vaginal bleeding 7 Yes ‘D/No 1 NA | Onset Time Amount:

J
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes Q/No CINA Pain Abdomen / Vomiting
Good fetal Movement Yes | O No | oJNA | [TNo specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | 1 | | | i | | | |
| | I § | I | | I | l
0 1 2 3 4 5 6 7 8 9 10
No Pain : Worst
possible pain

= 1 R e i T e
o ERIBRION, ... L .oomeinmnmmisosmnpessshensabistmmosesisyissasstpaaaiatsnss Days / Weeks/ Months (Strike out which is got applicable)
o L BIACTEIE o e e e e e R P e R S e A B R
« Frequency: ..\........ D\rﬂ“
(11 0 ]t e

6) Past History:

a)  Surgeries: ... }...... [\Tﬂ/
b) Medical: .....\.....

Docu. No. : RCH /FRM / CLINICAL / 098 , (PT.0.)
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rs SHIKHA MANTRI
':1-11-1n5 wyem21D (P

"iiii—

1) AlNergy: O Yes No,
8)

9)

Current Medications:

Prenatal Medical History:

P/(one
1 Chronic Hypertension

[J Gestational Hypertension
L] Diabetes

renatal Vitamin

1 None

EEONEES: .voisivvinnisissivssvinseroslsssias it iesionsnisnsaiissnsuincsise

[] Gestational Diabetes
[J Low placenta
L] Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

[ Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[J fategory llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
OTAS (Urgent)
(Resuscitative. s ”‘-) < 30 minutes .
Re-Assessment Every 15 Minutes JU Wil i .E‘t{-
- Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
L : Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
) < pain <37 weeks (>spotting) >37
weeks
# : Mild hypertension
Hypertension > 160/110 S
Seizure activity and / or headache, visual | > 140/90 with/without

disturbance, RUQ pain

associated signs and
symptoms

~ | Abnormal FHR tracing

Atypical FHR tracing,

- Signs of infection (ie
dysuria ,cough, fever,

chills)

Fetal Assessment abnormal dopplers
: i Non-Fetal Movement Diseased fetal movement
Others « Acute onsite severe » Major trauma « Abdominal/back pain - Ongoing assessment | = Anything that does not
i : abdominal pain + Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
| + Altered level of * Unplanned and pregnancy (for hypertension, blood|  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
+ Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | » Out patient placenta
« Severe respiratory for diarthea with MVC;/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomiting and | + Pre-booked visits (ie
« Suspected sepsis for diarrhea Rh and progesterone

injections, NST
« Assessment for version
- Rashes

Time seen by Doctor: U\B‘ﬂ’) ..........

Nurse Name : CWW ............................... Nurse Signature: é{{" ..........................................

Date: chlfp‘—m.b .........
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HZ
Mrs SHIKHA MANTRI Z
ﬂT 131“3 3UY5“21 (F) 1 Ralnbow .

Children’s . BirthRight

"yl Hospital _ | () umonodm:
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: \&W%

Baseline Information:
Admission From: O ER 1 0PD m 1 OHErS, SPECHY oo

Primary Language: W 7’.57@1“ [T Hindi L1 Others, SPECIY ......ocoveveeeeeeeeeceeeeeeee

Dovourequireianinterpreter? [C1Yes: [INOT YOS SO T i it o i b e B e
Source of Information: [ Patient L1 Fami [) OLRErS, SPECIY ...veecveeeeieee ettt e
Allergies: [ /Yes [1No L1 Medications ("] Blood Transfusion ] Food ST OHNRE: sonieicismnmmimivein

L o T e e Nt T
Chief Complaints: ........ @\edT»\ A “TLOV ....... o Doctor Notified on AdmissionM

Q

T ). 4 | h(j .... (oS S B Name of the Doctor: b‘@’N\O\M’SLL
................................................................................................................... TmeNotified: .....5 s ionm s
Past Medical History: Obtained From (] Patient [ Family Member 1 Medical Record [] Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

— = —

Gynecology Assessment: ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ................. (.,.‘ ........... Caesarean Section: [JNo— [ Yes Contraceptives: CINo_ (] Yes
................................. ?\2 U‘ Cervical Cerclage: /N/_J Yes Vaginal Discharge: W ] Yes
Onset of Menarche: ........c..coevveveveiieeinnns Ectopic Pregnancy: D/Na ] Yes Post-Coital Bleeding: i}e O Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: jy/ [ Yes Infertility: CONg— [ Yes
Last Menstrual Period: ...........ccccceevvveenenens Others: If Yes Type: [1 Primary [] Secondary
Obstetric History: G ......coooevevv P / ...................... o R A
PYEMOUBILIES: . ... vsvcsiinnvimaiins sxsasiomsssaasvid iessssnssousisesbvonsss
Current Medication: [ No [J Yes, If Yes, Fill the reconciliation form

Family History: Ao Abnormalities Detected
(] Heart Disease [] Hypertension (] Diabetes [ Stroke [ Seizures [ Kidney disease

U] Liver disease OO v st e oo ssaa e o T Soa T s sy oa s o s b i oS o s
Vital Signs / Measurements: Temp: C()" HR: .t BR: visicmvivinns
BP: . AT Weight: ........... Height: ........... BMI: ...
Pain Assessment: Pain: [ ] Yes _‘;No/ (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO)




Patient Sticker ;

PHYSICAL ASSESSMENT
General Appearance: | [Hgalthy C1ill looking [] Anxious [] Agitated B 17
Fall Assessmeni% LINo Score............. (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [ 1Yes [INo ScoOre............... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
 Mobility problem "] Walking Problem ! No Abnormality Detected
I Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria
2

NUTRITIONAL SCREENING: Wa[iw Detected
1 0verweight L] Poor Appetite > 3 Days L1 Needs Therapeutic Diet.
[IUnder Weight [ Diabetes Mellitus L1 Hyperemesis Gravidarum
Inform consultant for poé‘rtive criteria
PSYCHOLOGICAL SCREENING:
/D'Cﬁm & Cooperative [ Restless 1 Depressed L] Agitated [] Confused
LT ONBIS .ottt bbb bbbtk b e
Inform consuitant for positive criteria
SOCIAL SCREENING:
1. Marital Status: [ Single M (IDivorced ] Widow
2. Special Habits: Smoker: [ | Yes [INo « Alcohol Abuse: "Yes [ No Drug Abuse: [Yes [INo
SOCIA HISIHTY: LIVES W .covoiovmsmimimimmmmnsimisimsiniss s e s i i shaes

Orientation has been given regarding the following aspects:

Call Bell in Reach : J~Yes [1No Waste Disposal Explained: [Yes [INo

Infusion Pump : [1Yes [INo Hand Hygiene Explained: [ Yes (! No ] Others
Above information GIVEN 10 .......ccocvivivieecccccceece e

Name of Person Orientation Was QiVENT0: ........c.cccovevciniiciicecceeisee e sesnerensnsens

Orientation NOt GIVEN RBASOM: .......ovvveeeeeeeeeeeeee et nene s .

Nurse Signature: .......... @VQ” ...................... P

Nurse Name: ........ MC’Uﬂ?tO ..................

Date & Time: ........ 1%,\%1”"5 ........................
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BAH-00520821 IP26-00006876
Mrs SHIKHA MANTRI

27-12-1995 0YEM22D
Dr. SWAPNA SAMUDRALA 2D S

IM!lllllllllll!lllllllilllllHIIIlll —
CROSS CONSULTATION FORM

W
Rainbow® . L
Children’s | @ BirthRight
Hospital .w
It takes a lot to treat the fittie. Your Right to a Safe Delivery

Doctor Name : DVﬁuﬂmP%ﬂ .................................... Date : ,20’:'}{?/6 Time : [2([7"‘1
Diagnosis : ..... LeSCS ...................................................................................................................................................
HoSpital © ovvvooveeeri RLH ... NN Type of Referral :

Referred for: [J Opinion ﬂﬁ)-Management [ Transfer of care

O Emergency
O Urgent
0 Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations :

Lﬂc%ﬁl%\ on pra Plf,_:

- Smdmuj olosmvao’

— g‘#\?ld\ lnadd pos.+10n g Sucklivg .
ataal
- -Aqf\w\ ~ov ola,¢[° wwtch s Qlav\ons-lm

- Opmand 'p@”j’“ﬂ

s

—

cmcll(l

U\v\nddy mdsS -

wavm  Caavl o Pav'\s

_ M DBFE 2 Flb B“VPQ‘M@'

(ob8lovm  Stan

Q)n C¥OSS

no+ avcead Q\/), hows ~As P CLM_]

Consultant :

Name : &%M o, ...... Signature : 9, Date & Time 1@.]&/).6..,.'./2va

Dac. No. : RCH/ FRM / CLINICAL / 049

—
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Mrs SHIKHA MANTR] "%
27-12-1905 30Y&EM21D (F) — Ra‘nbow
Dr. SWAPNA SAMUDRALA . . ~
f | Children's | @ BirthRight
DT — Hospital ~ | ) mseonwsinus
It takes a lot to treat the fittie. Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
a. Yes 1 b.No

2. IFNO: BRASON icniirimmmoiinsionisiissa e bt st i it ssee s v rere S s s e e

3. Nipple condition:
V) vg/a. Nipple well formed
] b. Flat nipple
[1 c. Inverted nipple
1 d. Short nipple

4. Milk flow:
] a Good

_T b. Drops of colostrums

0 c.Dry

5. Steps for Positioning and attachment: /\*{ \?))
] a.Baby goes to the breast
b. Mother always sits with a back support
c. Ear-shoulder-hip should be in a straight line
d. The baby takes a latch on the areola and not on the nipple

)
Oo0n0o

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:
a. Yes

7. For Caesarian mothers: \(eﬁl
[J  a. Mother is required sit and feed from the 4th feed
[0 b. Please explain football hold

8. NICU admission: WO
[0 a. Mother needs to stimulate her breast for 2 min every 2 hours

0i DO DS .o oo s i e R S e e e T T e P o et e e s M

Continuity of Care: Date: ’}‘:Ble'f?aé —
| }Db&n Aoy Al e )t

P\an fov  DBF

dom ——fivx WOLEY Y € v

q;;bn oy 30 ro =

HANAOVEr Tl DY oo tiiviians dassassssnsenssmsspssssssissssans

SUTRAIND «..o0vi5s s simanonsnais ok eineainnss s seaidisasnsass

DAt & TIME: ..ot e st ser et e et e eensanneaas




I . - Rainbow Childrens Hospital-Himayatnagar

6876
i 1260000 inbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
M“‘"’“ u'ml w0 © Board Himayatnagar Hyderabad ,Telangana, INDIA ,500029.
\"KH' g 1‘ 0 M2
M TEL NO :040-48873000

\\\\ \\\\\“\\\\“ \“ \ WEB : https:/rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs SHIKHA MANTRI Age : 30Y6M21D
IP No: IP26-00006876 Sex: Female
Consultant: Dr. SWAPNA SAMUDRALA Ward/Bed No: 4F -OT/LDR-415

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,

outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

o consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
msurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:
1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
arance. In case of faili submission, | will pay 200/- Rs.
(eceivers Signatur, .)

3 IP Guide book has n given to me and | have been explained about the Hospitals rules and policies.

4 Financial and billing caunseling has been done to me.
Signature of Pgﬁéﬁw

/./?E'/ Q G\JMQJ m N DJ\'TV Patient Address:

H.NO: 1-10-175, STREET NO:08,
lationship: H‘ML ASHOK NAGAR, HYDERABAD Ashok

Date: 3 l It Time: €189 P r)7 Nagar Hyderabad INDIA 500020
Wittness Name
Wittness Signature: F

Printed Date / Time : 18/07/2026 08:35 Printed By : 016951 Page 2 of 2
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18 takes 3 kX to treat the Ele.

NARCOTIC PRESCRIPTION FORM

BY RAINBOW HOSPITALS

\'mr R-ﬂ\l 10 a Sale Delivery

(PATIENT COPY)
A4 lo, V= |
Patient Name: _ '{V{g-f‘: : E{’u,k o Maxlsy  Age: 303 Gender: T male
UHDNo; A - tOSFUSH ey, 26 - UOUCOB g 18] 0924 Time: 10’ 9cAm

€ 7

. ; { A ) .
Diagnosis; ~ &= % 7 | i'g;n'fﬁ{ .!,;-mu‘

Wovd - 07

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 100meq | Am|
2. | Morphine Sulphate Inj. 15mg/MI / /
3. | Remifentanil Hydrochloride Inj. 2MG |

i_\'}l- Remifentanil Hydrochloride inj. 1MG 5 / b

Dreamly. 4
Doctor Name: ¥ Doctor Registration No: M}q

Signature: L),( W}% (/é

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

- 26- - 00006 R’?Q

|

|‘1f.':;"’

Docu. No: RCH/FRM/ CLINICAL / 133

IP Registration No: . b e O e B e
Aadhaar No. of the Patient (Optional): ..........cc.oivieiiiieeiiiieee et
1. | Name: J ,“:l 5 @ bukddao Mern D Remarks
"A ‘ﬁv_)‘.."l-“‘r Pt “Q_F — }
<. | Complete postal address (with contact number, if any) i B
3. | Brief description of the illness (S(S 4+ Myomreciom Y
4 Whether registered with any other registered medical practioner / o
" | recognized medical institution ( If yes, details of the recorded) M L\
5. | Details of essential Narcotic drug dispensed Fenlan ']’}
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
) 8 Patient Attender
\Bl (b Fent 1:.'7( [J el
Cenia
Dispensed by (Name & IDNo.): ............ ko) TP T e Signature: ........... e s
—'j"‘:r:u 00 / 02 1006 ) \ Ll'
Received by (Name & IDNo.): ...........= .. 000 ARSI e SO BRI ... c. v oot b i
TR, s tmtsts iy e e
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Rainb‘gw' 3 AT
Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
1t takes 2 1ot 0 treat the ke, Your Right to a Safe Deiivery

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: M & foals 02 B e Age: ~ \ Gender: |
UHIDNO: @it . {02 oy PNe9 ) _ rrookR7e Dae, ), . Time: |
Diagnosis: . ' g
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI LoT)a
2. | Morphine Sulphate Inj. 15mg/Mi 4
3. | Remifentanil Hydrochloride Inj. 2MG 1‘ rr'
/™ 4. | Remifentanil Hydrochloride inj. 1MG / /
. /
Doctor Name: T )v 1 1y Doctor Registration No: (_} -3 A )4
S. t [, \ 'f f\‘___ \ - /
i 4 Pl A W“* Z U
LR g
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: 2o CODOER: ........................ Date: AX 40 L L e
Aadhaar No..of the Patient {Optional): ........ooaueeiiieiinimdimiimiiassmmisssass sasariens svivss ssevasss
1. | Name: Remarks

2. | Complete postal address (with contact number, if any)

3. | Brief description of the illness

4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

|

Signature / Thumb .
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender

4 / o |

i
EispensadbY INAMB & DN ..., ... ronoresrensssssinssssisos S IAIREIR RS Ko b b S nesann 5 o ot Signature: ... N & 3. Choveeeiinenenes
Received by (Name & ID NO.): .....ccoiuvvmrsionns itiamisnneesneenntoniinde Lbe il s R AR Signature: Y S )
s TTH s RS

Docu. No: RCH/ FRM / CLINICAL / 133
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BILLING POLICY

@® Billing cycle: - With effective from 1 January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card

tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won't be applicable.

® |f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.

® All charges vary as per Room category, except Pharmacy and consumables.

® \We follows a “No Discounts Policy” kindly cooperate.

® No Duplicate/Second copy of OP OR IP bill is issued.

® |CU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

™ other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® \We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

A/W P

Name & signature of Patient/Attendant (Signature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 | KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in




